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When one or more urethral coarctations prevent 
relieving the bladder or permit the escape of only 
drops or a stream too fine for comfort, dilatation of 
the channel is imperatively demanded. 

When the stricture is dilatatable, as it is in the 
vast majority of instances, the technic thereof is 
simple, provided the physician is endowed with the 
necessary patience and delicacy of touch. 

1. Preliminary Treatment.—It is here assumed 
that the patient has received all the general treat- 
ment, such as hot sitz-baths, exposure to the sound 
of running water, etc., usually employed to relieve 
a retention, and that each one has proven ineffectual. 

2. Locating the Stricture —If the patient’s condi- 
tion permits, it will be wise to determine the loca- 
tion and character of the stricture by means of the 
bougie-a-boule. Emergencies, however, often com- 
pel omission of this valuable aid to diagnosis and 
treatment. 

3. The Patient’s Position The patient is placed 
on a table so high that the operator can stand erect 
at its side while executing each step of the neces- 
sary procedures. 

To sit at the bedside or stand at a table low 
enough to compel the surgeon to bend at his work 
is prone to cause him to rest his hands or arms on 
one or another part of the patient. This tends to 
cetract from delicacy of touch and may lead to 
failure or what is even worse, urethral laceration. 

As, however, it more frequently than not happens 
that the operator is called to the home of the patient 
with retention, a convenient operating table is, or- 
dinarily, not at hand. A dining table may then be 
pressed into service, properly covered with mat- 
tress and bed-clothes. In the absence of a dining- 
table, as in the case of residence in a hotel or board- 
ing-house, or where the patient does not wish to re- 


veal his condition to his relatives, the bed will have 
to be made to serve. This is most simply and easily 
accomplished by pushing a strong board between 
the spring and mattress, just beneath the patient’s 
buttocks. If no such board is obtainable, the glu- 
teal region may be firmly supported by shoving a 
trunk under the bed and building a foundation 
thereon with books or similar articles, if the trunk 
itself is not high enough for the desired end. 

4. Preparation of the Urethra.—Before attempt- 
ing urethral instrumentation, the channel must be 
cleansed to as great an extent as possible. To this 
end an irrigator, an auto-irrigator, or lacking either, 
a large syringe may be used. 

Perhaps the best solution for preliminary cleans- 
ing, at present known, is oxycyanid of mercury, I 
to 5,000, as hot as the patient can bear it with com- 
fort. It is not well, however, to use the oxycyanid 
when the patient is taking any iodin preparation. 
E. R. W. Frank (Berlin), showed at the 1oth meet- 
ing of L’Association Francaise d’Urologie (Mo- 
natsberichte fiir Urologie, December, 1906), that 
the mercuric iodid then formed produces severe 
local irritation. Therefore, in such cases, recourse 
must be had to the much milder, albeit doubtful 
antiseptic, boric acid. 

Before irrigating the urethra, the outer and inner 
surfaces of the prepuce, the glans, the coronary 
sulcus, the spaces at each side of the frenum, and 
the meatus must be cleansed, each with a separate 
tampon soaked in either of the solutions above men- 
tioned. A large piece of cotton soaked in the same 
solution, is then used to envelop the entire penis, 
while further preparations are in progress. 

5. Preparation of Instruments—For convenience, 
we call all bougies of 5 F. or less, filiforms. A 
dozen or more of these are dropped from the towel 
or cloth or tube in which they were brought al- 
ready sterilized, into a tray containing hot carbolic 
acid solution of 2 per cent. In office practice, they 
are taken from the formalin fumes in the case in 
which they have been stored. For this purpose 
the Janet cases are most convenient. Taking them 
from one of these cases, they are held under run- 
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ning boiling water for a moment, to remove the 
formalin from their surface. They are then 
dropped into the tray as above directed. 

6. Anesthesia.—It is self-evident that dealing as 
we are with a non-spasmodic condition, general or 
local anesthesia can in no wise aid in the procedure 
under consideration. As the coarctation is essen- 
tially cicatricial, it cannot be made to relax by anes- 
thesia. Moreover, anesthesia would be a drawback 
in obtunding the sensitiveness of the mucosa, which 
is the patient’s as well as the operator’s best guard 
against injury. The slightest approach to pain 
shows that the instrument is impinging upon a point 
of extraordinary sensitiveness, perhaps at a place 
where the mucosa is macerated. Such a region of 
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Fig. 1. Lubricating the Urethra. 


minor resistance is likely to yield, with disastrous 
results. The warning given by the first twinge of 
increased sensibility, advises a change in the direc- 
tion or size or shape of the instrument used. 

7. The preparation of the operator is the same 
as that for any other surgical intervention. 

8. Lubricating the Instrument.—No lubricant is 
used in the employment of filiforms, but the urethra 
is filled with a lubricant in the manner to be de- 
scribed. 

g. Lubricating the Urethra.—In tight strictures, 
as in all others, it manifestly is necessary to reduce 
to a minimum the friction upon the mucosa of what- 
ever instrument is used. It is necessary, at the 
same time, to smoothe out the urethral folds as 
much as possible. It is equally necessary to em- 


pension of iodoform in glycerin. 


pioy.as decided an antiseptic as the urethra will 
bear, so that even the microscopic traumatisms that 
the most delicate handling cannot fail to produce, 
will be instantly rendered harmless. The fourth 
essential is a substance whose hygroscopic char- 
acter may, as much as possible, reduce the hyper- 
emia of post-strictural macerations and the conges- 
tion of the mucosa about a stricture. 

All these indications are met by a 10 per cent. sus- 


A sterilized glass syringe of 30 c.c. (31) capacity, 
is filled with the suspension mentioned and taken in 
the right hand. The penis is pressed with the third, 
fourth and fifth fingers of the left hand to the the- 
nar eminence, while the thumb and index finger of 
the same hand are bent to make the meatus gape. 
The tip of the syringe is inserted and its contents 
slowly injected until the urethra is felt fully dis- 
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Fig. 2. Inserting a Filiform. 


tended by the fingers embracing the penis. Then 
the thumb and index finger pinch the glans to en- 
sure the retention of the lubricant. Should any es- 
cape and soil the penis or fingers, they become slip- 
pery—a serious impediment to further manipula- 
tions. 

10. Inserting the Filiforms—The penis being 
held as above described, a straight bougie 5 F. is 
very gently inserted into the urethra as far as it will 
go without the employment of any force whatever. 
As soon as an obstacle to its progress is reached, 
all conducting of the instrument must cease. The 
bougie is left in place, and another, a smaller, 
straight one is passed along its side. If the second 
bougie sinks more deeply into the channel than did 
its predecessor, that one (the larger) may be re- 
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moved. Whether this second bougie does or does 
not sink more deeply, the same procedure is con- 
tinued with further smaller, straight bougies, until 
one of 1 F. has proceeded as far as the coarctation 
will premit. This is then left in place, and 3, 4, 5 
or 6 more filiforms are inserted, each one being left 
at the point where it is arrested. The cause of ar- 


rest may be that a tip has entered an enlarged Mor-’ 


gagnian crypt or a previously made false passage, 
or that it is resting upon the anterior surface of a 
shelving or valvular stricture. 

When as mariy filiforms as will pass the meatus 
without stretching it, are inserted, the one first in- 
troduced may be urged slightly forward. If its 
roint is free but cannot progress, it may be with- 
drawn and an angular filiform inserted in its place 

When the tip thereof reaches the point occupied 
by its predecessor the instrument may be very 
gently rotated to the right and the left while it is 


Fig. 3. Angular Filiform. 
Fig. 4. Bayonet Filiform. 
Fig. 5. Corkscrew Filiform. 
pushed forward. If it makes no progress what- 
ever, it may be left in place and another one of the 
straight filiforms withdrawn. The space thus va- 
cated is then filled with a bayonet filiform. 

The bayonet filiform is not gyrated in the urethra 
as was the angular one. It is gently pressed for- 
ward a fraction of a centimeter and withdrawn the 
same distance, if it does not at once find the lumen 
of the stricture. This manoeuver is repeated sev- 
eral times, each time giving the bayonet a different 
direction. If it does not find the coarctation’s lu- 
men, it should be withdrawn, as it is likely to prove 
an impediment to further procedure. 

Then the bayonet is substituted by a corkscrew 
filiform, whose spiral is turned to the right. This is 
gently pushed into the urethra as far as it will go 
by direct propulsion. Should its progress be im- 
peded by the other filiforms, which have been left 
in place, one or two of them may be removed, to 
allow the corkscrew filiform’s larger bulk to pass 
without friction. 


When the corkscrew’s tip is felt against the face 
of the coarctation, the instrument is very gently 
twirled to the right, by the right thumb and index 
finger. If this motion fails to cause the corkscrew 
to engage in the stricture, the instrument should be 
withdrawn and replaced by a corkscrew filiform 
whose spirals are to the left. The same technic as 
with its predecessor is observed except that it is 
gyrated to the left side. 

If the second corkscrew filiform fails to traverse 
the stricture it may be left in place, while attention 
is again given to the other instruments in the 
urethra. 

Each straight filiform is taken separately and 
gently pushed forward for there is a possibility that 
the pressure it has made will have decongested the 
small point at its tip. If it fails to enter the stric- 
ture, it may be withdrawn. | 

After all the straight filiforms are removed from 
the urethra, another attempt may be made with the 
corkscrews, first with the one that has remained in 


Fig. 6. Kollman Filiform Guides. 


the urethra, then with the one whose spirals are 
turned to the opposite direction. 

If all the manoeuvers performed fail to cause 
any filiforms to traverse the stricture, an attempt 
may be made with the Kollmann guides. These are 
rather heavy metal tubes centrally bored and large 
enough to permit the smooth passage of a filiform 
5 F. According to the region coarctated, a straight 
or curved guide is used. It is pressed firmly but 
gently against the face of the stricture, where its 
large caliber will do no injury unless the pro- 
cedure is violent. This pressure is first made in 
the direction of the urethral axis. Then a straight 
filiform is made to traverse its lumen and gently 
pressed against the face of the stricture. If it fails 
to find the opening therein, the Kollman guide is 
gently given other directions away from the ureth- 
ral axis and the gentle probings with the filiform 
repeated. 

When attempts to find the opening in the stric- 
ture with the Kollmann guide are unsuccessful, the 
value of pressure upon the anterior surface of the 
stricture may be tested. This is performed with a 
metal sound as large as will pass to the face of the 
stricture by its own weight. It is held there for five 
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minutes or more and then quickly withdrawn and 
the urethra refilled with 10 per cent. iodiform- 
glycerin. 

All the steps described in the use of the filiforms 
are repeated, often with the result that the first or 
subseqtient one inserted will traverse the stricture 
and enter the bladder smoothly. 

Should this happy result not obtain, recourse 
may be had to the urethroscope, for the purpose of 
exposing the orifice of the stricture, into which a 
filiform may be inserted. In most cases, however, 
this manner of conquering the stricture is not as 
easy as the directions make it appear. First, the 
region of the stricture, when retention supervenes, 
is at least congested, if not inflamed. This, then 
exposes to sight a macerated region, with no visible 
suggestion of an orifice. In old strictures, however, 
when the cicatricial conversion of the mucosa can 
be seen, the orifice is easily visible. Even then, the 
insertion of a filiform is difficult, as it is a very 
soft, flexible instrument. In attempting to cause it 
to enter the stricture’s lumen it seems actuated with 


Fig. 7. Valentine-Townsend Filiform Carrier. 


the perversity of things inanimate. Although the 
shortest urethroscope tube be used, the filiform will 
cling to its sides, or will sway to and fro, touching 
every point of the exposed region except its orifice. 

When the urethra distal to the stricture is suffi- 
ciently capacious to permit it, a Kollmann guide, as 
before described, may be advantageously used to 
direct the filiform. The fact that many urethre 
are too small to accept a urethroscopic tube with its 
light-carrier and a Kollmann guide, led us to devise 
a filiform carrier for use in such cases. This device 
is but a very fine, stiff metal staff, a little longer 
than the urethroscopic light-carrier, and is slightly 
curved on its anterior surface. The circle thereof 
is completed by five rings at regular intervals, one 
of them at the proximal, the other at the distal end. 
The proximal end has a flat handle for the man- 
agement of the carrier. After the urethroscopic 
tube is inserted, the urethral mucosa dried and the 
light in place, the carrier, armed with a filiform is 
inserted. The lowermost ring of the carrier, con- 
taining the filiform’s tip, is pressed against the oc- 
cluding face of the stricture, at the point where its 


lumen is visible. Once fixed by slight pressure, the 
filiform is very slowly projected into the exposed 
lumen. If it fails to traverse the stricture, an angu- 
lar and then a corkscrew filiform are employed, fol- 
lowing the procedures described before. 

When one filiform of whatever size has traversed 
the coarctated part or parts and entered the bladder, 


' the fact soon becomes evident by the ease with 


which the instrument can be moved to and fro. It is 
further demonstrated by the increased desire to 
urinate when the filiform touches the posterior 
urethra or bladder walls. 

11. Proper Placing of the Filiform—The im- 
perative work is finished when drops of urine pass 
along the filiform projecting from the meatus and 
when the patient experiences no material discomfort 
from the presence of the instrument. 


Fig. 8. Cords Attached to Instrument in Urethra. 


If one or the other condition does not occur, the 
filiform must be gently pushed further into the 
bladder or slightly advanced towards the urethra, 
until the desired objects are attained. 

12. Using Filiforms of Larger Size—When 
urine dribbles from the urethra, the filiform will 
seem entirely too small for the coarctation. To 
younger colleagues this presents a temptation for its 
removal and the insertion of a larger instrument. 
This would be an error of judgment, for three rea- 
sons : 

a. The insertion of a filiform of larger caliber 
or even the same as that successfully passed, is 
likely to prove impossible, and thus the hard-gained 
advantage will be entirely lost. 

b. Forcible dilatation of the urethra is always 
wrong; the mere presence of the filiform, however 
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loosely it lies in the urethra, attains every object 
in view. 

c. If a filiform, large enough to crowd the stric- 
ture can be forced through, it thwarts the objects in 
view; first, by firmly plugging the only channel 
by which the urine can safely escape; and secondly, 
by setting up increasing irritation with consequent 
increased afflux of blood to the congested, if not 
inflamed region. 

If, on the other hand, the loose filiform is left in 
situ, the difficulty is conquered in several of its 
phases : 

A. Within a few minutes urine will commence 
to dribble alongside the filiform; vesical tension 
will be relieved; the bladder will regain sufficient 
tonicity to eject streams, albeit small ones, and at 
the next visit, twenty-four hours later, all the vesi- 
cal discomfort, radiating pains and anxiety will 
have disappeared. 

B. At the second visit the insertion of a filiform 


Fig. 9. Attaching Button to Cord. 


one, two, or even three sizes larger than the one 
first introduced, will usually prove an easy matter. 
This increase of caliber will continue at each visit, 
until it will be safe to omit continuous dilatations, 
because the danger of retention has ceased. This 
ordinarily occurs when bougie 7 or 8 passes 
smoothly and without reaction. 

C. If the patient be a drunkard or a wayward, 
self-indulgent individual, unwilling to bear the 
slight discomfort of the filiform’s presence for 
twenty-four hours, or if vesical infection be so 
severe as to imperatively demand operative inter- 
vention, the presence of the filiform serves as an 
invaluable guide for further work. 

The reasons mentioned suffice to confirm the wis- 
dom of leaving a filiform lying loosely in the 
urethra. The best authorities advance various argu- 
ments for this course; all, however, agree upon its 
correctness. 

13. Fastening the Filiform—lIt is evident that 
when the urethral caliber increases and the vesical 


urination of augmented force, or be forced out 
through the action of the detrusors. Manifestly, 
therefore, it must be kept in place. Many devices 
have been presented to the profession for this pur- 
pose. The simplest and most effective, is the one 
employed by Professor Guyon and his many follow- 
ers.* The Guyon method is further simplified by 
employing small pearl shirt buttons instead of the 
knots, and by using a single strand of cord instead 
of the quadrupled one originally proposed. 

Professor Guyon presents the following princi- 
ples in regard to his method of fixation: “To ren- 
der any displacement impossible, two fixed points 
are necessary, one at the instrument, the other at 
the pubis; and one intermediary point of support, 
formed by the crossing of the threads about the 
corona glandis.” 

These same objects are attained by the methods 
here presented : 

a. Cut two pieces of sterilized cord (ordinary 
white knitting cotton is preferable), six inches long. 


Fig. 10. Uniting Cords Attached to Buttons’ Lateral Holes. 


Tie the center of one cord firmly about the instru- 
ment, exactly in front of the meatus so that its 
knot corresponds to the dorsum of the penis. Tie 
the other in the same manner at the same spot, so 
that its knot corresponds to the insertion of the 
frenum into the glans. (Fig. 8.) 

b. Take the cords projecting from one side of the 
glans and pass them through one of the four holes of 
a common pearl shirt button; draw the button up on 
the two joined cords, until it rests exactly at the 
post-coronary sulcus. Tie a knot into each cord at 
that point, to fasten the button in place, at the pre- 
cise distance from the instrument at which it was 
located. Cut off the ends of cord projecting 
loosely from the button. 

c. Proceed exactly in the same manner with the 
cords projecting from the knot at the dorsal side 
of the meatus, and attach another button at the op- 
posite side of the post-coronary sulcus, just midway 
between the root of the frenum and the median 
line of the penile dorsum. 

d. Pass a cord through the lateral hole of one 
button and tie it fast there (see Fig. 10). Carry it 


*jJ. C. Felix Guyon, Lecons Ctiniques sur les Maladies des Voies 
Urinaives. Tome III., p. 405 et seq. Bailliére, Paris, 1903. 
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to the opposite button and knot it into the lat- 
ter’s nearest lateral hole. In uniting these buttons 
take care that each one lies exactly as it was orig- 
inally placed, at the post-coronary sulcus, midway 
between the frenum and the penile median dorsal 
line. The cord so uniting the buttons must rest 
flatly upon the skin, in a straight line half-way 
around the penis, and should not press upon the 
epidermis. 

e. Unite the unused lateral holes of the buttons, 
by a cord passing around the lower aspect of the 
penis. In so doing, follow the same steps de- 
scribed above (b, c, d). 

f. Attach a cord twelve inches long to the but- 
ton’s remaining hole, and attach it to the pubic hairs, 
by Guyon’s* method. Freely translated to serve 
for the method here offered, it is: 


Fig. 11. Cords Attached to Pubic Hairs. (Modification of Guyon’s 
Method.) 


“A thick tuft of pubic hairs is held up by an 
asistant, while the operator firmly ties the cord 
around its base at such a distance from its attach- 
ment to the button as will produce no tension. The 
tuft of hair is then twisted upon itself as some 
moustaches are. Then the ends of the hairs are 
doubled to the roots. While being so held, the cord 
is again firmly tied around the doubled ‘moustache.’ 
The opposite side of the penis, its button and pubic 
hairs are treated in the same manner. 

“If the precaution of doubling the moustache 
upon itself is omitted, it will be found that the cords 
are tied about slender pyramids from which they 
will slip in a very few moments. 

“After tying the cords to the pubic hairs, the ends 
are left loose.” 


* Op. cit., p. 406. 


14. Dressing the Penis—Guyon’s* directions are 
brief and explicit: “It is necessary to immediately 
cover the penis with an aseptic or anti- 
septic garment. Three layers of sterilized or 
carbolated gauze, 25 centimeters (10 inches) 
square, are folded diagonally to form a tri- 
ingle. This is passed under the penis, with 
the base towards the scrotal angle. The apex 
is tied to the instrument at its projection from the 
meatus. The two angles at the base are carried in 
front of the penis one above the other and their 
points are attached to the pubic hairs by the ex- 
tremities of the cords left after tying in the in- 
strument.” 

15. Protecting the Patient's Body and Garments. 
—If the filiform has been properly placed and fas- 


Fig. 12. Penis Dressed. 


tened, urine will, as was mentioned before, dribble 
alongside the instrument. This, if the patient is not 
protected, will have two results: 

1. The patient’s garments will soon become 
soaked and the decomposing urine emit its nause- 
ating odor. 

2. The skin of the penis, scrotum and thighs will 
become macerated and infected by the urine de- 
composing there. 

To prevent these effects, a pad of cotton eight 
inches square, is placed upon a small towel and made 
to envelope the external genitals before the patient 
replaces his drawers and trousers. As soon as the 
cotton becomes appreciably moistened with urine, 
it is replaced by a fresh pad. 

While it is better that the patient with a filiform 


* Op. cit., p. 407. 
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fixed into his bladder and urethra remain in bed, 
there are circumstances in which it is imperative 
that he be allowed to go about and attend to his oc- 
cupation. Protected against the dangers of reten- 
tion as above, this is permissible, unless he be en- 
gaged at hard labor. 

The preceding steps describe the ordinary course 
in an emergency dilatation. Extraordinary occur- 
rences require necessary variations in the treat- 
ment, which will be considered at another time. 


CARCINOMA OF THE PROSTATE; CALCU- 
LUS OF THE PROSTATE. 


By G. Franx Lypston. 


Professor of the Surgical Diseases of the Genito-Urinary 
Organs and Syphilology in the Medical Department of 
the State University of Illinois (Chicago College 
of Physicians and Surgeons), etc. 


CARCINOMA OF THE PROSTATE. 


Cancer of the prostate is rare, yet it is probably 
more frequent than ordinarily supposed, being often 
erroneously diagnosed. Histologically, malignant 
disease of the prostate occurs in two forms—sar- 
coma and carcinoma. It is found at the two ex- 
tremes of life, being exceptional between the ages 
of ten and fifty years. It is occasionally found in 
very young children. In something over eighty-five 
per cent. of the cases, the malignant affection as- 
sumes the form of carcinoma, the remainder being 
of a sarcomatous character. Sarcoma is the form 
that is most likely to be met with in young patients. 

Cancer of the prostate occurs clinically in three 
forms: 

1. Primary. 

2. As an infection secondary to malignant dis- 
ease of contiguous organs. 

3. By infection via the blood. 

The form most often seen is secondary to malig- 
nant disease of the penis, testes, bladder or kidneys. 
As Guyon has shown, primary prostatic cancer has 
but little tendency to invade the bladder, but speedily 
involves the lymphatics, especially of the pelvis. This 
latter clinical fact suggested to Guyon the term 
prostato-pelvic cancer. The disease may be at first 
circumscribed. It is usually, however, diffuse. The 
capsule of the gland may alone be affected, at least 
primarily. Eventually, extensive pelvic invasion 
occurs, with involvement of the seminal vesicles, 
base of the bladder, and sometimes its mucous mem- 
brane, the rectum and urethra. Mixed infection and 
suppuration may eventually develop. The follow- 
ing case, in the opinion of the author, is an illus- 


tration of primary cancer of the prostate secondar- 
ily involving the bladder: 


W. H., aged 43, merchant, suffered from painful 
micturition, and hematuria coming on at the end of 
the act of urination. The pain accompanying this 
part of the function was excruciating. The family 
history was excellent. He had never had any ill- 
ness of any kind, and was absolutely free from lum- 
bar pain, or any indications of disease of the kidney, 
so far as subjective symptoms were concerned. His 
habits had always been good. During the war, in 
which he was a soldier, he had a slight attack of 
ague, and had never been under the doctor’s care 
since until the present trouble began. About six 
months or more before consulting the author, the 
patient developed pain in the penis and testes, grad- 
ually increasing in severity until finally, in conjunc- 
tion with frequent and painful micturition, he was 
kept awake at night. His urine had been carefully 
examined many times during the course of his 
trouble and found to be normal. Shortly before 
consulting the author, however, his hematuria be- 

He had been examined several times for 
stone in the bladder. He experienced a frequent 
desire to defecate, though having but one movement 
daily. Examination showed the prostate to be en- 
larged and somewhat tumefied, with some sus- 
Piciously resistant points here and there. Cysto- 
scopy was not feasible because of extreme vesical 
irritability. Despite the fact that there was no his- 
tory of venereal trouble, and because of the age of 
the subject, the case was considered as one of chronic 
prostatitis, although a slight suspicion of malignancy 
was entertained. This patient was afterward lost 
sight of, but the case finally went on to a fatal re- 
sult, and the author was informed by the attending 
physician that cancer of the bladder was found at 
autopsy. As a report of the condition of the other 
organs was not given, there were no means of 
proving the primary nature of the prostatic disease. 
This case is a very striking one, as suggestive of the 
caution necessary in the diagnosis and the prognosis 
of cases with similar symptoms, on account of the 
age of the patient and the absence of symptoms 
elsewhere. 


Frequent and painful micturition with hematuria 
—and, if ulceration of the prostate exists, more or 
less purulent discharge—constitute the main symp- 
tomatic features. Pain is likely to be most severe 
at night, and is often referred to the region of the 
rectum. As the pelvic tissues become extensively 
involved, pressure irritation and resulting pain in 
one or both sciatic nerves is likely to develop. In- 
trapelvic pressure also may produce more or less 
obstruction of the iliac veins, with resultant edema 
ef the limbs. Constipation from mechanical pres- 
sure upon the rectum may be observed. Marked 
cachexia comes on at a comparatively early period. 
A fatal result is inevitable. 

In the differential diagnosis, tuberculosis and 
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prostatic hypertrophy only are worthy of considera- 
tion. A hard, nodular enlargement of the prostate, 
with cachexia, pronounced symptoms referable to 
the vesical neck, and extreme pain suggestive of 
pelvic involvement, taken in connection with en- 
largement of the pelvic lymphatic glands, and those 
of Scarpa’s triangle, warrant a diagnosis of cancer. 
When cancer exists elsewhere in the body, and es- 
pecially if it has invaded organs contiguous to ur 
correlated with the prostate, the diagnosis is a very 
simple matter. 

As to the treatment, it must necessarily be pallia- 
tive. All radical attempts at surgical relief have 
thus far failed of their object. The author believes 
that early suprapubic section and the establishment 
of a permanent artificial urethra, is the principal 
surgical indication. Great relief of some of the 
most annoying symptoms of the disease and pro- 
longation of life are likely to result from the rest 
and relief from mechanical irritation thus secured. 


CALCULUS OF THE PROSTATE. 


Concretions or calculi of the prostate are some- 
times observed. They occur in four forms: 

1. A variety due to inspissation of the secretion 
of the prostatic follicles, in combination with the 
deposition of earthy salts. These comprise the so- 
called corpora amylacea, first described by Mor- 
gagni, in 1723. 

2. Small calculi of urinary formation, which 
have formed in the kidneys or bladder, and have be- 
come lodged in the prostatic urethra. 

3. Calculi due to the deposition of urinary salts 
and mucus in some pathologic crypt, or behind some 
obstruction of pathological formation in the pros- 
tatic urethra. 

4. Phleboliths. 


Concretions of the first variety are found in the 
prostate post-mortem in cases in which there 
have been no symptoms referable to the organ dur- 
ing life. Minute concretions of this kind are some- 
times found in the urine. They are at first of 
microscopic size, and in the majority of cases never 
attain sufficient dimensions to be of any practical 
importance. As seen with the microscope, they are 
small, ovoid bodies, of a light yellow tint, and pearly 
luster. In the large concretions the color is a dark- 
ish orange. When first formed they are soft, but 
later on they become calcified and hard. They are 
somewhat similar to the concretions that form in 
the follicles of the tonsil, which are occasionally 
coughed up by patients with chronic faucial disease. 


In elderly patients they may attain the size of a pea 
or larger, and may be very abundant. Thompson 
describes a case in which several thousand of these 
concretions were visible microscopically. They are 
found in the secreting follicles and excretory ducts, 
constituting the parenchyma of the prostate. The 
earthy material is deposited very slowly in con- 
centric laminz, as is the case with phosphatic vesi- 
cal calculi. The walls of several ducts and follicles 
may be absorbed, and form a single cavity within 
which a number of such concretions may be found. 
When they become larger and the opening of the 
cavity containing them communicates freely with 
the prostatic urethra, the salts of the urine are de- 
posited about them, and they become genuine pros- 
tatic calculi. Cases have been reported in which the 
entire prostate was converted by absorption into a 
sac completely distended with small calculi that 
could be felt rolling under the fingers like beans 
in a bag. Prostatic calculi sometimes fuse together 
and form a sort of cast of the prostatic ducts and 
urethra. A length of four or five inches has been 
said to have been attained. Thompson refers to a 
case in which there were nine fragments weighing 
altogether 314 ounces. Chemically, true prostatic 
calculi are composed chiefly of calcium phosphate 
and a smail quantity of ammonio-magnesium phos- 
phate. They never give rise to trouble unless they 
are exceptionally large, in which event they occasion 
a certain amount of mechanical disturbance and 
urinary obstruction. Small prostatic calculi should 
not be disturbed even where their existence is recog- 
nized, unless they give rise to definite symptoms. 
Should they do so, they may be removed by perineal 
section. In rare instances they may cause ulcera- 
tion and abscess, and finally be discharged into the 
urethra, bladder, perineum, or rectum. 

Concretions of the prostate are quite generally 
believed to be characteristic of senility; the author 
has, however, found them to be not infrequent in 
young subjects. Eastman has had a similar experi- 
ence* finding them in very young subjects. He 
expresses an opinion in favor of the amyloid 
character of the corpora amylacea, and claims that 
they are largely of epithelial origin. He apparently 
shows that the laminated formation of these bodies 
is due to their origin in concentric rings of epithe- 
lium. 

Calculi are often found in the tissues about the 
prostate and neck of the bladder at some distance 
from the prostate proper. The author has found 
them several inches above the vesical neck. 


*“The Origin of Corpora _Amylacea in the Prostate Gland,” 
a R. Eastman, B.Sc., M.D., Jour. Am. Med. Assoc., July 24, 
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ABORTION, WITH SPECIAL REFERENCE 
TO THE TREATMENT OF INCOM- 
PLETE ABORTIONS. 


By ARCHIBALD ROBERTSON SMALL, M.D., 
CHICAGO. 


Abortion is the expulsion of the product of con- 
ception from the uterus before the fifth month; 
miscarriage is the expulsion of the embryo from 
the uterus during the fifth and sixth months, and 
premature labor is the expulsion of the fetus from 
the uterus any timte after the beginning of the 
seventh month and before the end of normal gesta- 
tion. 

Abortion may be divided into three classes: 


1. Natural or accidental abortion. 
2. Artificial abortion. 
3. Criminal abortion. 


Natural or Accidental Abortion.—“Natural or ac- 
cidental abortion may be caused by mechanical in- 
juries to the ovum or its uterine attachment, to mor- 
bid conditions of the ovum, or to diseases of the 
maternal organism. Under the first head must be 
included not only direct traumatism, but also hemor- 
rhages between the fetal and the maternal layers 
of the placenta, whether due to violence, such as 
falls, blows, and the like, or to a diseased state in 
either the mother or the ovum. The immediate 
cause of almost every case of natural abortion is 
some abnormal state of the ovum resulting in the 
death of the embryo, but this in turn may be due 
to some defect in the maternal organism, or, for 
that matter, to disease in the father, as exemplified 
by the frequency with which abortion takes place 
as the result of syphilitic contamination of one or 
the other of the parents. Habitual abortion, it is 
well known, raises the presumption of syphilis. As 
regards the pathological condition of the ovum, it is 
generally due to disease of the placenta, or a crip- 
pling of its respiratory and nutritive functions by 
effused blood, that the death of the embryo is to be 
traced, although cases are not wanting in which the 
circulation in the umbilical vessels has been so in- 
terfered with as to produce the same result.” 
( Foster. ) 

Artificial Abortion—It is sometimes necessary to 
bring on an abortion to save the mother’s life; but 
this should never be undertaken except in consulta- 
tion with one or more reliable physicians as to the 
propriety or necessity of such procedure. 

Criminal Abortion——Criminal abortions are by 
far the most common with which we have to deal, 


either brought on by the woman herself or by some- 
one else; at least, that has been my experience. 

In abortion resulting from natural causes the 
ovum is more apt to be thrown off completely, often 
without the rupture of the membranes, and in these 
cases there is often no interference necessary, as 
when the uterus is perfectly emptied there is not 
likely to be hemorrhage nor septic infection fol- 
lowing. In such cases, when abortion is threatened 
or inevitable, packing the vagina to check hemor- 
rhage and stimulate the contractions of the uterus 
is often good practice. When this packing is re- 
moved, the ovum entire may often be found outside 
the cervix in the vagina. Nothing further is usu- 
ally necessary in such a case but to keep the patient 
quiet in bed a few days, with, possibly, antiseptic 
vaginal douches. 

Criminal abortions are an entirely different propo- 
sition. Here the uterus is entered by an instrument 
in the hands of the woman herself or some unprin- 
cipled doctor. The instrument may be clean when 
introduced into the vagina, but when it reaches the 
uterus it is probably not so, for we do not expect 
to find much skill or cleanliness in the hands of those 
given to this practice. Then, too, the membranes 
are usually ruptured, the embryo expelled, leaving 
the membranes behind as a mass upon which the 
uterus has very little power of expulsion. A part 
ot the membranes may be expelled, but usually, at 
least, some of it is retained. What follows? There 
is likely to be hemorrhage, severe and prolonged, 
but more serious still, there is almost sure to be 
more or less septic infection in these cases. Many, 
many lives are lost by the neglect of this class of 
ceses. A woinan goes to an abortionist; has an in- 
strument passed into her uterus; pays the wretch 
a few paltry dollars, perhaps, as the price of his 
crime, and goes home to bleed to death or to die 
from septic infection. If she be an unmarried wo- 
raan, she is often ashamed to call in a decent prac- 
titioner to attend her, or perhaps she does not realize 
the gravity of her condition, and allows the infection 
to go too far and dies as the result. 

A young woman called on me whom I examined 
and found to be pregnant about three months. She 
begged me to produce an abortion. I refused and 
advised her against such a course, informing her of 
the great danger to her subsequent health, or even 
her life. She declared that if I would not help her 
she would get someone else to do it, which, I pre- 
sume she did, for when I sent her my bill for exam- 
ination a month later, the bill was returned, marked 
on the envelope, “Deceased.” She probably had an 
abortion produced and died as the result. Nothing 
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was said about this case in the papers; no publicity 
was given to it; probably the death certificate was 
given by some physician, and the Coroner never 
even heard of it. Such cases are happening every 
day. 

Many women, after going to an abortionist and 
having an instrument introduced, or after doing it 
themselves, call in a physician when hemorrhage oc- 
curs, or they are threatened with blood poisoning. 
1 remember having six such cases in one week. One 
woman, married, had inserted a pen-holder into the 
uterus, which perforated the posterior wall. The 
uterus was cleaned out, but no douche was used. 
The patient recovered without an unfavorable 
symptom. Another case was that of a young girl 
living at home with her mother. A neighbor called 
cn me asking me to send the girl something to re- 
ieve the abdominal pain she was having. After a 
little inquiry about the pain, I refused to do any- 
thing for her without seeing her and finding out 
the cause of the pain. The woman said that my sus- 
picions were unjust; that the girl was the most 
quiet, modest girl in the neighborhood; that she 
never had any male company, and never went out 
alone, and that such a thing could not be possible. 
She came back, however, in a short time and told 
me that I was right; that the girl had confessed to 
her ; that she was having excessive hemorrhage, and 
requested me to take charge of the case, which I 
did. The uterus was at once cleaned out, under an 
anesthetic, and she recovered without a particle of 
fever or trouble of any kind. 

The four others, of the six cases met with in one 
week, either confessed that they had brought on the 
abortion themselves, or had an abortionist do it for 
them. They all recovered under the treatment 
which I shall describe. 

For more than fifteen years my treatment for in- 
duced, incomplete abortions, or for natural abor- 
tions which are incomplete, that is, where the em- 
bryo has escaped, leaving the membranes, or part 
of them, behind, is as follows: I do not wait until 
the woman’s life is endangered by excessive hemor- 
rhage, nor do I wait until a chill and high fever 
supervenes, with septic infection, but I proceed im- 
mediately to empty the uterus. If the finger can be 
introduced to the fundus, that, perhaps, is the safest 
instrument to use in cleaning out the uterus, but in 
many cases the finger cannot reach the fundus, ow- 
ing to lack of dilatation of the cervix, the high po- 
sition of the uterus, very thick abdominal walls or 
the narrowness of the vagina. 

The patient is placed on a table. If at home, the 
ordinary kitchen table answers every purpose very 


well. An anesthetic is given by a competent man, 
usually chloroform. The external genitals and 
vagina are thoroughly disinfected. The anterior lip 
of the cervix is seized by a volsellum forceps and 
the cervix dilated with a Goodell-Ellinger dilator, if 
necessary. The uterus is then carefully scraped out 
with a sharp spoon curette, using only sufficient 
force to detach the adherent membranes, often not 
interfering with any part of the uterus except where 
the placenta is attached. I have not used a dull 
curette in one of these cases for years, because the 
dull curette will slide over the attached membranes, 
so that one can never be sure that everything has 
been removed. With a sharp curette, anyone with 
an educated touch, which, by the way, takes some 
little time and experience to acquire, can tell to a 
nicety when the uterus is thoroughly cleaned. The 
womb is then washed out with sterile water by 
means of a recurrent tube. If there is any sus- 
picion of sepsis, the endometrium is swabbed with 
95% carbolic acid, followed immediately by alcohol. 
The uterus is packed lightly with iodoformized 
gauze (which is removed in twenty-four hours and 
not replaced) and the patient put to bed. 

In miscarriages or premature labors, where the 
uterine tissues are liable to be very soft and easily 
punctured, I use an instrument consisting of a large 
dull loop with a fenestra. With this instrument, 
remnants of the membranes can be caught in this 
loop and removed without so much danger of punc- 
ture as with a sharp curette; but in cases of abor- 
tion, during the first four months of gestation, I pre- 
fer the sharp curette, as with it I feel sure that 
nothing is left behind. 

I have treated a very large number of abortions 
in this manner with the sharp curette, and in not 
a single instance have I had reason to regret the 
use of the sharp instrument. In not a single case 
has the uterus been perforated; neither has there 
been a death in any of them. Usually there is no 
rise in temperature after the curettement if the pa- 
tient is seen in time. If, however, there is much 
fever before the operation, it usually drops, within 
a few hours after the operation, to normal or nearly 
so, unless the infection has already spread beyond 
the uterus. I have not seen a case of infected tubes 
follow this treatment, but have known a great num- 
ber of cases where infected tubes have followed 
abortions not treated in this way. 

I shall cite a few cases illustrating the results of 
the let-alone treatment and also of the treatment 
which I have recommended. I would as soon think 
of leaving a woman after labor at full term without 
removing the placenta as leaving a case of abortion 
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after the embryo has been expelled without remov- 
ing the secundines. The very same principle ap- 
plies in both cases. In fact, in labor at full term 
the placenta would be more likely to be detached 
and expelled by nature than after an abortion or 
miscarriage. 


Case 1.—I was called to see Mrs. K. five months 
after she had had an abortion. I do not know 
whether it was natural or produced. She had been 
having hemorrhage and leucorrhea ever since the 
abortion, and was, when I saw her, beginning to 
have fever, which induced her to call me. I cleaned 
out the uterus, finding, as nearly as I could judge, 
about half of the secundines still in the uterus. She 
was in grave danger of hemorrhage and sepsis 
during the whole five months after her abortion. 
Would it not have been much better to have cleaned 
out the uterus at the time of the abortion, and thus 
to have prevented such serious risks? 


Case 2.—An unmarried woman came to me com- 
plaining of profuse leucorrhea and severe menor- 
rhagia, the flow being very profuse and lasting from 
ten days to two weeks. The appendages were en- 
larged and tender. She confessed that she had had 
an abortion produced about a year before, and said 
that she had had the leucorrhea and menorrhagia 
ever since. I suggested a curettement, but she 
could not leave her work to have that done. I, 
therefore, treated her locally and internally, and 
succeeded in partially relieving the leucorrhea and 
menorrhagia, but not in curing the case, as I would 
like to have done, and could have done by means 
of a curettement. 

CasE 3.—A married woman, very much averse to 
having children, had had several abortions pro- 
duced, but the uterus was never cleaned out after- 
ward. I found on examination a very large tumor 
on the right side of the uterus, pressing down 
against the wall of the vagina, firmly attached to the 
uterus, and so hard as to give one the impression of 
a fibroid of the uterus. In a few days it discharged 
part of its contents through the uterus and became 
flaccid, proving the true nature of the tumor. The 
left tube was very high up and could scarcely be 
felt by the examining finger in the vagina. When 
I operated and removed the appendages, I found 
the right tube with very thick walls and the prox- 
imal end pervious, so that it periodically emptied its 
contents through the uterus. The left tube was oc- 
cluded, turned upward at an angle of about forty- 
five degrees to its middle third, and its distal end 
pointing downward, forming an angle at its middle 
third, in which was a cavity about the size of a wal- 
nut containing pus. The walls of this cavity were 
no thicker than tissue paper and might have rup- 
tured at any time causing septic peritonitis. This 
is exactly what did happen to another similar case 
of mine, who had delayed her operation a little 
too long. On examination the right side seemed 
the more formidable, but the left side was proven at 
the operation the more dangerous. 


CasE 4.—A young married woman came to me 


about six weeks pregnant. She wanted an abortion. 
I refused, advising her against such a course. She, 
however, went to another doctor, who accommo- 
dated her. Several months later she came to me, 
about three months pregnant. This time she wished 
to-carry her child to term. I examined the urine, 
which was clear of albumin, and requested her to 
send me a sample of urine every month for analysis, 
which she neglected to do. About three months 
later I was called to see her. She was then suffer- 
ing with pain on both sides of the uterus, espe- 
cially the right. I examined her urine and found it 
very heavily loaded with albumin. She was put on 
a milk diet and the albumin cleared up slightly but 
did not disappear. The pain in the sides continued 
increasing in severity. At the end of the seventh 
month she had symptoms of premature labor. She 
was put to bed, and given morphin to quiet the 
uterine contractions; but the premature labor came 
on. ‘he child was alive when born, but lived only 
about three hours. The placenta came away natu- 
rally in about half an hour. I examined it carefully 
but in one place I could not positively determine 
whether a small piece of the placenta had been torn 
off and left behind, or whether it had never been 
formed over that portion. I decided that the latter 
was correct. She did well for three days, when a 
fever of two degrees occurred. I then suspected 
that there might possibly be something left in the 
uterus, especially as I had some doubt about the 
placenta as stated. I put her on the table and 
cleaned out the retained material, which consisted 
of blood clots and two small pieces of placenta, 
which looked fresh and clean, not septic. There was 
no odor, and the discharges looked normal. The 
temperature in a few hours ran up to 103° and 
continued so for several days. A tumor became 
palpable on the right side close to the anterior su- 
perior spine of the ilium. She had severe pain arftl 
cramps on that side, and the tumor was sensitive 
te the touch. Feeling sure that the uterus was clean 
and that no infection could have been carried to the 
tube through the uterus at that time, and the mass 
being so far from the uterus, appendicitis was 
thought of as a possibility. Soon, however, the 
proximal end of the tube filled out, and could be 
readily felt close to the uterus as well as its distal 
end. The enlargement gradually subsided and, I 
believe, its contents were discharged through the 
uterus. The temperature became normal in a few 
days. The urine was clear of albumin within two 
weeks after the labor, the patient making a good 
recovery. But the tubes were permanently disabled. 


The history of this case would indicate that the 
tubes were infected at the time of her abortion ; that 
when the uterus expanded the latent inflammation 
in the tubes became more active, causing an exudate 
to be thrown out, and causing the tube to become 
adherent to the wall of the pelvis. When the uterus 
was emptied, the distal end of the right tube re- 
mained adherent to the wall of the pelvis. Hence 
the tumor was found at an unusual distance from 
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the uterus. Had the uterus been properly cleansed 
out at the time of her abortion, the tubes would 
not have been infected. At least, I have never known 
disease of the tubes to follow in any case where I 
have cleaned out the uterus promptly in the way I 
have described after an abortion. 

I shall now cite a few cases to illustrate the re- 
sults of the opposite course—cleaning out the uterus 
thoroughly and promptly after abortions. 


Case 5.—I was called to see Mrs. F., mother of 
two children, about 9 Pp. M., who stated that she had 
had an abortion produced and named the physician 
who did it. Her temperature was then 105°, and 
she was a very sick woman. As soon as I could get 
an assistant to give the anesthetic, I curetted her 
uterus with a sharp curette, removing the secun- 
dines, the embryo having already passed away. At 
10 o'clock the next morning her temperature was 
normal and remained so. I discovered on this occa- 
sion a tumor connected with the left ovary about 
the size and shape of a large hen’s egg. It was quite 
firm and hard, but not sensitive to the touch. A 
few months later she came to me complaining of 
-pain in this tumor. I found on examination that it 
had increased in size to about four times its former 
dimensions, and was sensitive to the touch. I ad- 
vised its removal. I performed a laparotomy and 
found the tumor to be a dermoid cyst, filled with 
pus, hair, bones, etc. I particularly noticed at the 
operation that the tube on the left side was normal, 
as were the tube and ovary on the right side, prov- 
ing that the tubes had not been infected at her 
recent abortion. She subsequently became preg- 
nant twice. 


Case 6.—Mrs. W., a young married woman, preg- 
nant three months, and very anxious to have a 
child, was frightened at seeing an accident in the 
street. A few days later she began to have pains 
and was threatened with an abortion. She was put 
to bed and given morphin to quiet the pains, but 
the embryo was expelled, leaving the secundines 
behind. I curetted her, removing the secundines and 
also a large amount of granulations, which were 
probably the cause of the abortion. She recovered 
without a particle of fever, and has enjoyed good 
health ever since. 
child, one month old. 


Case 7.—Mrs. B., mother of two children, had an 
abortion. When I saw her the embryo had escaped. 

I found her with a temperature of 103°. The 
uterus was curetted as described and the tempera- 
ture, within a few hours, dropped to normal and 
remained so. Recovery was perfect. 

There is no need to multiply cases. I could cite 
a great number of cases which I have treated in 
this way, in not one of which have I had reason to 
regret this course. In not one of them have the 
tubes become infected. Many of them have subse- 
quently become pregnant and have gone normally 
to term. The convalescence has been uniformly 


She is now the mother of a fine - 


smooth and uneventful. I could also cite a great 
number of cases which have come to my notice 
which have been treated by trusting to nature to 
throw off the secundines, where the tubes have be- 
come infected and the future health ruined, and 
some where even life itself has been sacrificed. There 
is no work that I do with more satisfactory results 
than this operation of curetting the uterus with a 
sharp curette promptly after incomplete abortions. 
In my first fifteen years’ practice, before I adopted 
this method, I sometimes had trouble after abor- 
tions, such as hemorrhage, sepsis, etc., but during 
the past fifteen years, since adopting this practice, 
I have had no trouble with them, and no regrets at 
not having performed my duty to my patients. After 
this operation I can go home and go to sleep, feel- 
ing sure that my patient is safe and that she is in no 
danger of bleeding to death or of dying from sepsis. 

I have tried the dull curette, removing all that I 
could with this instrument, and afterwards, in some 
cases, used the sharp curette, bringing away a large 
amount of material which I had failed to remove 
with the former instrument as it passes over the ad- 
herent membranes without giving any sign to the 
operator, or dislodging the membranes, unless an 
unwarranted amount of force be used. Neverthe- 
less, I do not believe that the sharp curette is a safe 
instrument in the hands of an inexperienced man in 
these cases. Experience should be gained in the use 
of this instrument in non-pregnant uteri, many of 
which require curettement for other reasons. 

I wish to speak about another matter in this con- 
nection. A doctor does a very foolish thing when he 
consents to produce an abortion, even if he has no 
conscientious scruples in the matter. Even if he acts 
only from the low standpoint of policy, he does a 
great injury to himself, primarily, because he is sure 
to be found out and to be held in suspicion by hon- 
orable medical men and by the public generally. I 
have noticed that nearly all who have come to me 
after an abortion has been produced have each time 
given me the name of the one who did the opera- 
tion. Women tell each other these things, and they 
in turn tell their doctors, and very soon a doctor who 
is given to this practice is known generally as an 
abortionist. Secondly, women who employ doctors 
to produce abortions have no confidence themselves 
in a man whom they can employ for a few dollars to 
commit a crime. Indeed, they often feel very bit- 
terly toward them after the deed is done, and their 
health ruined, even though they were anxious to 
have it done at the time. 

I have had quite a number of women come to me 
requesting me to produce an abortion, and when I 
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refused, they have gone to some one else who has 
accommodated them. Afterwards, they have re- 
turned to me, when their health has been ruined, 
and have shown plainly how little confidence they 
iad in the one whom they had hired to commit the 
crime. Yet I have lost the practice of good church 
members because I refused to produce abortions 
for them. They have said to me that Dr. So-and-So 
had done it for them, and why should not I? In the 
end, however, I have never been sorry for refusing 
one of these cases. 

A young man requested me to produce an abortion 
on his wife, saying that they were not old enough 
to bring up a family. I refused, explaining to him 
the dangers to health and life of such a proceeding. 
About six weeks later he returned and asked me 
to see his wife. He said her mother had taken her 
to an abortionist, and that she was left in a terrible 
condition. JI found her with endometritis, pus 
tubes, the pelvic organs all adherent, and her health 
irretrievably ruined. They felt very bitterly against 
the abortionist then, but had confidence in me be- 
cause I had refused to produce an abortion for them. 
This case paid me probably ten times as much as I 
could have obtained from them had I performed the 
operation. This is only an illustration of the way 
people feel after the damage has been done. 


BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 


By Ira S. Witz, M.D., 
. NEW YORK CITY. 


(Continued from the April number.) 

The interpretation of hemo- 

HEMOGLOBIN IN globin estimations is of a two- 

SURGERY. fold nature: diagnostic and prog- 

nostic. The percentage of hemo- 

globin is of value in determining the actual exist- 

ence of anemia. Pallor or sallowness does not nec- 

essarily indicate anemia. In prognosis, the constant 

falling of the hemoglobin percentage despite treat- 

ment is of bad prognosis. General improvement 

following operation is attended with a gradual rise 
in the hemoglobin percentage. 

From the surgeon’s point of view it frequently is 
most important to estimate the hemoglobin previous 
to operation. A general rule that is safe to follow 
would state that operations under a general anes- 
thetic should not be undertaken when the hemoglo- 
bin is 30% or lower. There are exceptions to this 
tule, but whenever possible it is even wiser to with- 


hold operation in a chronic case until the hemo- 
globin has reached 40%. If the hemoglobin is 20% 
or below, a fatal result may be expected, if general 
anesthesia is employed. 
For diagnostic information 
THE Cotor INDEX greater stress should be placed 
upon the color index or valeur 
globulaire. This is a numerical expression of the 
proportion of hemoglobin in each red blood cor- 
puscle. It is a decimal indicating the hemoglobin 
content of each cell as compared with the normal 
index 1.0. Though 100% is the theoretical hemo- 
globin of normal adult life, it is seldom found clin- 
ically. For purposes of computation 5,000,000 red 
corpuscles per cu. mm. are regarded as the normal 
average and considered therefore as 100%. 


H% 


C% 
H represents the percentage of hemoglobin as es- 
timated. C represents the percentage of red cor- 
puscles, and equals 


The color index (C. I.) = 


the number of red corpuscles per cu. mm. as counted. 
5,000,000 

To determine C quickly, multiply by 2 the number 

cf red corpuscles per cu. mm. as estimated and point 

off two decimal places from the left, if the cor- 

puscles counted number below 5,000,000 and three 

decimal places if over that average. 


CI H% (100%) 
Normal. (5,000,000) 100% \ 
Hemoglobin, 20% 20% 
nent 
Hemoglobin, 38% 38% 
Decreased. 3,900,000 C I = 78% 
Decreased. (Post-operative anemia) 60% 


The normal color index is usually stated to be 
0.95 to 1.05 in men and 0.9 to 1.0 in women. Asa 
matter of fact, an average index of 0.85 is most 
common, as 100% hemoglobin and 5,000,000 red 
corpuscles are both uncommon findings. 

In conditions where the red corpuscles and the 
hemoglobin fall at about the same rate, the color 
index may change very slightly despite pronounced 
anemia. This occurs principally in secondary ane- 
mia. 

If the red corpuscles are rapidly destroyed and 
fall more quickly than does the hemoglobin, the 
color index will rise above 1. This is the most usual 
finding in pernicious anemia. 
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If hemoglobin is lost at a more rapid rate than 
that at which the red corpuscles decrease, the color 
index falls, as in chlorosis. In secondary anemia 
the color index is always less than one, but seldom 
as low as 0.5. Pernicious anemia has its color index 
above 1. Chlorosis presents a color index gener- 
ally lower than 0.5. 

The high color index in pernicious anemia is a 
most valuable sign in differentiating this condition 
from carcinoma of the stomach where secondary 
anemia may be profound. The color index alone 
would suffice to make the diagnosis more certain 
when it would be impossible to secure examination 
of a blood smear. 

’ Cryoscopy of the blood consists in 
Cryoscopy. determining the freezing point of the 

blood and comparing this with the 
freezing point of distilled water. The value of 
cryoscopy depends upon the theoretical principle 
that the freezing point varies with the molecular 
concentration of the blood; the greater the number 
of molecules in solution in the blood, the lower its 
freezing point. The normal freezing point is— 
0.55° to—o.57° C. 

In renal disease, whether primary, as nephritis, or 
secondary to renal tumors, where the renal func- 
tions are seriously hampered and a lessened quan- 
tity of excrementitious matter is thrown off through 
the urine, the blood possesses greater molecular 
concentration. A blood freezing point of—o.6 or 
below, suggests that the functions of both kidneys 
are so seriously impaired as to render surgical pro- 
cedures inadvisable, particularly when such surgery 
is directed toward the kidneys. Cryoscopy of the 
blood requires special apparatus and considerable 
experience. The results are of insufficient impor- 
tance to make it an indispensable clinical factor to 
the surgeon. The state of the renal function can be 
equally well ascertained through examination of the 
urine. 

The normal reaction of the blood is 
alkaline, but it varies in many condi- 
tions. Qualitatively the reaction may 
be determined by the use of litmus paper. Litmus 
paper is moistened with saturated salt solution and 
then dipped into the blood to be tested. The red 
corpuscles are washed off the paper with saline 
solution. Pronounced alkalinity causes the red lit- 
mus paper to be changed to blue. Methods of quan- 
titative determination are numerous. The alkali- 
meters of Engel and Dare are most practical. The 
methods of Léwy and Salkowski are valuable. The 
surgical value of this procedure is very slight. It 
should be recalled, however, that there are daily 


REACTION. 


variations. During digestion the alkalinity is in- 
creased. After severe muscular exertion it is di- 
minished. Alkaline drugs temporarily increase the 
alkalinity. 

Pneumonia causes a decrease. Uremic or diabetic 
coma produces a marked reduction—in fact a con- 
dition of “acidosis” ensues. Infectious diseases ac- 
companied by high fever, as diphtheria, measles and 
scarlet fever, diminish the alkalinity. Pernicious 
anemia, malnutrition and cancer cachexia are ac- 
companied by acidosis. 

It is of practical importance to appreciate that the 
alkalinity is decreased by chloroform anesthesia. It 
has been noted that increased resistance of infection 
is an accompaniment of increased alkalinity. Hence 
where chloroform is used as an anesthetic it is well 
to preserve the alkalinity of the blood by the admin- 
istration of alkalies in order to diminish the possibil- 
ities of post-operative infection. ; 

In surgery the knowledge of the 
COAGULATION. time of coagulation is of practical 
value. The average coagulation 
time is two to eight minutes. In hemophilia the time 
may be 50 minutes; in purpuric conditions ten to 
thirty minutes. The delayed coagulation in dropsi- 
cal subjects may render the postponement of opera- 
tion advisable. Alcoholics bleed easily and oozing is 
more frequent in such patients. Slow blood coagu- 
lation is most important as a reason for delaying 
operation in patients with jaundice. The icterus may 
be due to hepatic cirrhosis or gall stones obstructing 
the ducts. The danger of hemorrhage in patients 
with jaundice of long standing warrants administer- 
ing a preliminary course of treatment with calcium 
chloride until the coagulation time is reduced to at 
least nine minutes. 
The phenomena of iodiophilia are 
IopOPHILIA. not present in normal blood. In vari- 
ous diseases characterized by toxemia, 
idophilia occurs. As it is commonly found in dia- 
betes mellitus, the urine should be examined in all 
cases where the reaction is present. 

In very severe anemias, as pernicious anemia and 
leukemia, and in profound secondary anemia, the 
reaction is present, while mild secondary anemia 
and chlorosis fail to evidence it. The reaction is posi- 
tive in suppurative conditions. While a pus pocket 
exists idophilia occurs. It does not matter whether 
the focus of pus be small or deeply situated ; if there 
be absorption of toxins, iodophilia is present. Hence 
this is valuable evidence of deeply seated abscesses 
even though the leucocyte count should be absolute- 
ly nomal. If a pus pocket is well walled off and is 
small, toxic absorption might be too slight to affect 
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the leucocytes, in which case they might not increase 
to 10,000. The polynuclear neutrophiles might be 
relatively increased only very slightly. Under such 
clinical conditions, the presence of iodophilia would 
be strong evidence in favor of pus. 


Unfortunately there is no relation between the in- 
tensity of the iodophilic reaction and the degree of 
progress of suppuration, The reaction appears 
rather to parallel the degree of toxemia. A furuncle 
may cause as intense a reaction as empyema. Again, 
iodophilia evidences no relation to the height of 
fever or the intensity of leucocytosis. Despite this 
it is of surgical importance, though operation is not 
to be advised merely because of the presence of this 
specific reaction. 


Septicemia, particularly puerperal sepsis with or 
without leucocytosis, generally gives a positive re- 
action. Appendicitis presents a marked reaction in 
purulent and gangrenous cases, while the catarrhal 
forms only occasionally gives the reaction. Pelvic 
abscess gives a positive reaction, while ovarian cysts 
with twisted pedicle are negative. In purely tuber- 
culous abscesses the reaction is lacking and this is 
of differential value. When secondary infection 
with pyogenic organisms occurs the reaction ensues. 
In acute miliary tuberculosis, however, there is iodo- 
philia. Lobar pneumonia gives a strong reaction. 
The iodophilia generally decreases after the crisis 
and disappears within forty-eight hours. The per- 
sistence of the reaction beyond this time argues for 
delayed resolution or some serious sequelz like pul- 
monary abscess or empyema. Serous effusions may 
be differentiated from purulent effusions by the ab- 
sence of the reaction in the former. In typhoid 
fever the appearance of iodophilia is a forewarning 
of impending complications. 

In differential diagnosis the following may be of 
value: 


Iodophilia is absent in Iodophilia is present in 
Pleurisy with serous effu- Empyema 
sion Streptococcus abscess 
Tuberculous abscess Staphylococcus 
Rheumatic arthritis Gonnorrheal arthritis 
Ovarian cyst—twisted ped- Osteomyelitis 
icle Pelvic abscess 
Catarrhal appendicitis (not Appendicular abscess 
constant) 


Absence of the reaction in cases of suspected ab- 
scess is of especial diagnostic importance. 


(To be continued.) 


Tumors should not be watched, they should either 
be removed or let alone.—W. J. Mayo. 


SOME REMARKS ON THE DRAINAGE 
METHOD IN THE TREATMENT OF 
ACUTE MIDDLE EAR DIS- 

EASE. 


By ALFRED WIENER, M.D., 
NEW YORK. 


The interest that is always manifest in the con- 
sideration of matters pertaining to this important 
subject, has led me to record more fully than hereto- 
fore, some observations made in regard to the 
treatment of this important class of cases. There 
is still an honest difference of opinion in regard to 
whether we should use what is termed the irriga- 
tion system of treatment, or what I shall desig- 
nate as the simple drainage plan. My own pre- 
ference is decidedly in favor of the second method, 
viz., the drainage plan. About three years ago I 
suggested a form of treatment in which this method 
was the sole object. Since that time I have had 
further experience with such a plan of treatment 
and the satisfaction which has been derived there- 
from has persuaded me to emphasize its practica- 
bility. 

It is to a certain extent possible by means of such 
a plan, based as it is upon sound and strict surgical 
principles, to avoid at times.not only the persistence 
of suppuration in the middle ear, but also to reduce 
to a minimum the chances of more serious compli- 
cations. The causes which most frequently con- 
tribute to the persistence of such suppuration with- 
in the middle ear, have long been recognized by 
otologists. Barr has stated them most completely 
in his manual on diseases of the ear. They are: 
(1) the smallness and unfavorable position of the 
perforation, if present, preventing the escape of 
the purulent secretion; (2) the formation of exu- 
berant granulations and polypi; (3) retention and 
decomposition of the purulent secretion; (4) the 
formation of adhesions and septa which may parti- 
tion the ear into several spaces, retaining or enclos- 
ing part of the secretion and thus increasing or 
aggravating the disease; (5) bad hygienic condi- 
tions, together with neglect of treatment. All these 
causes can to a certain extent be properly dealt with 
or avoided if we try to assist the tympanic cavity 
in getting rid of its purulent contents. 

Assuming that the diagnosis of acute otitis media 
has been confirmed, if the local and constitutional 
symptoms are of a mild character, relief or even an 
abatement of the inflammatory process can be ob- 
tained at times by the simple instillation of a ten 
per cent. solution of carbolic acid in glycerin into 


| 
| 
- 
‘ 
1 
2 
{ 
1 
4 
it | 
e 
1, 
ll 
id 
1e 
ia 
i- 
or 
ce 
es | 
ct 
| 
| 


AMERICAN 
JOUBNAL OF SURGERY. 


144 


Ear Disease 


May, 1907. 


the external canal. About ten drops of this solu- 
tion are dropped into the canal and allowed to re- 
main there for about five minutes, and the canal is 
then sealed with absorbent cotton. This procedure 
is repeated about every four hours. A two per cent. 
solution of menthol in albolin often answers the 
same purpose. 

When neither of these procedures gives relief, 
an occlusive wet dressing of a ten per cent. solution 
of liquor Burowii (aluminum acetate), including 
a strip of gauze moistened with this same solution 
and placed within the canal and bandaged over the 
ear, should be tried. Such a dressing usually 
quiets the patient, and at the same time exerts an 
antiphlogistic action upon the inflamed surfaces. 
It will not obscure the clinical picture of the tym- 
panic membrane, nor will it disguise any impor- 
tant symptom which may call for further interfer- 
ence. If within a period of twenty-four hours there 
is no improvement, and the pain, temperature and 
bulging of the tympanic membrane assures us that 
the condition has become aggravated, then the time 
for a paracentesis is at hand, and we should not de- 
lay. If, on the other hand, the wet dressing does 
afford relief, and the appearance of the tym- 
panic membrane shows an abatement of the inflam- 
matory process, then the wet dressing should be con- 
tinued for twenty-four hours. Thereafter the outer 
dressing should be replaced by a plug of cotton 
and the gauze within the canal kept moist with the 
ten per cent. solution of aluminun acetate for thirty- 
six hours more, as is deemed necessary. The pa- 
tient should be cautioned about exposing himself 
for about one week, after which the Politzer bag 
should be employed to establish a normal relation 
of the parts. 

Let us suppose that the case is of such a nature 
that a paracentesis is indicated. We should then 
proceed in the following manner: First, in order 
that the operation may be properly performed, there 
must be a proper fixation of the head with good 
illumination. We should, therefore, whenever it 
is possible, place such patients under the influence 
of a general anesthetic. The operation is extreme- 
ly painful, and it is almost an impossibility to fix 
the head and hold it firmly without the assistance 
of such an agent. In young infants and chil- 
dren where it is difficult at times to obtain a proper 
view of the membrane, and where the insertion of 
a fair sized speculum is painful, these children will 
squirm and twist so that it is quite impossible to 
place the incision accurately. Occasionally one will 
meet with a case where a general anesthetic is con- 
traindicated. Here the subcutaneous injection of 


cocain and adrenalin, as practiced by Neuman in 
operations upon the middle ear, will often answer 
the purpose. The injection is preceded by spraying 
the canal with chlorid of ethyl. I have used this 
method in private and in clinical practice, but can- 
not recommend it as a routine procedure, as it too 
often fails to produce complete anesthesia. 

For cleansing the external canal, a weak solution 
of lysol or a 1-500 solution of bichlorid of mer- 
cury in alcohol will answer the purpose. It is well 
to remember that a thoroughly aseptic field in this 
region is an impossibility. After the cleansing proc- 
ess is completed, one should introduce under good 
illumination the largest size speculum that can be 
inserted without injury to the canal. One is now 
ready for the incision in the tympanic membrane. 
The instrument which I prefer for this purpose is 
the sickle-shaped knife, mounted preferably in the 
straight handle. This permits of more delicate and 
direct manipulation than the knife mounted in the 
bayonet handle. The incision is made in the lower 
quadrants of the tympanic membrane, first of all 
because this region is practically the lowest point 
for drainage, and secondly, no harm can be done 
to the promontorial wall if it is abraded. On the 
other hand, an incision made too deeply in the 
upper quadrant posteriorly, might disturb the am- 
bo-stapes articulation, or in the hurry in which this 
operation is done, by one with insecure and unskil- 
ful hand, it may even do more serious damage. It 
may happen that the bulb of the jugular vein pro- 
jects so far within the tympanic cavity that ic may 
be wounded when the incision is made in the lower 
quadrants. Such an occurrence is so rare that the 
mere mention of such an accident is sufficient. The 
hemorrhage which may ensue can easily be con- 
trolled by tamponing the canal. If any one por- 
tion of the tympanic membrane bulges considerably 
forward that portion should be incised. If it is not 
possible to make the incision as described above, 
one should make a good sized curved incision ex- 
tending downward through the posterior quadrants. 
It is always better to make the incision curvilinear. 
In this way the edges of the wound are made to 
gape, due to contraction of the radiating fibers of 
the tympanic membrane, and thus the perforation 
remains open. After the incision, the canal should 
be carefully cleansed of blood and secretion. A 
piece of gauze, rolled in the form of a lead pencil, 
varying in thickness according to the size of the 
canal, should now be used as a drain.* These 

* Fornienly I was in the habit of rolling these drains between my 
fingers at the time of the operation, but at present I have them put 


up in specially sterilized glass tubes. recognizing the fact that only 
in this way can the rule of strict asepsis be observed. 
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drains are dipped into a ten per cent. solution of 
liquor Burowii and then introduced by means of a 
delicate forceps into the canal close up to the in- 
cision. The projecting end is coiled up within the 
concha. Over the entire ear and mastoid process, 
a dressing wet with the same solution is placed and 
covered with rubber tissue, and a bandage is ap- 
plied. This is allowed to remain for twenty-four 
hours. Such a dressing accomplishes two things. 
First, it acts ‘as a drain, and second, it serves as an 
antiphlogistic measure. 

In addition to the local treatment, the internal 
medication resorted to consists in a proper elim- 
ination of the contents of the bowels by means of 
calomel followed by a saline cathartic. After twen- 
ty-four hours the outer dressing is removed to- 
gether with the drain, the canal carefully wiped 
with a cotton applicator, which at first is used dry 
and then moistened with peroxid of hydrogen. In 
order to remove the secretion from behind the tym- 
panic membrane, I resort to aspiration. I employ 
for this purpose an instrument which I recommend- 
ed some time ago, but now use with some modifica- 
tions which enable one to thoroughly sterilize it. 
It is practically a Siegel’s speculum but is manu- 
factured after the pattern made by Windler of 
Berlin. Messrs. Tiemann & Co. have so constructed 
it, that it can be taken apart and boiled, while the 
lens within is dipped into any reliable antiseptic 
solution. With this method of aspiration, one can 
control the manipulation, One should not try to 
accomplish this delicate procedure by means of a 
suction syringe which, it is not necessary to ex- 
piain, might do harm to the delicate structures of 
the middle ear. I continue the aspiration until the 
secretion has ceased to appear within the canal or 
assumes a pinkish hue. Should a drop of blood ap- 
pear, no harm is done, but to continue beyond this 
point only causes unnecessary pain, and nothing is 
gained except to close the perforation with a clot 
which defeats the purpose of drainage. 

After the aspiration is finished and the canal has 
been cleansed, the same dressing is applied to the 
ear and repeated daily three or four times, as is 
found necessary, until the very acute symptoms 
have disappeared. The outer dressing is then dis- 
continued and replaced by the drain within the canal, 
and a piece of absorbent cotton within the concha. 
This cotton is changed by the patient during the 
following twenty-four hours, whenever it becomes 
soiled. The canal is then cleansed thoroughly and 
aspiration is resorted to once daily by the physician 
in charge. The strip of gauze within the canal is 


kept moist with a two per cent. solution of boric 
acid, dropped thereon about every two or three 
hours by the patient or attendant. This serves the 
purpose of assisting the drainage and keeping the 
pus in more fluid condition. 

As soon as the acute symptoms have subsided, 
I resort to inflation with the Politzer bag. The 
benefit of this is soon apparent by the rapid restor- 
ation of the diseased parts to their normal condition. 
When the secretion has almost ceased, the gauze is 
discontinued and a very small amount of boric acid 
is blown into the canal. Almost within forty-eight 
hours thereafter one will find the canal dry. 

Are any of the features of this method of treat- 
ment objectionable? First of all, in regard to the 
piacing of a strip of gauze within the canal for the 
purpose of drainage, the argument offered against 
this procedure is that one should not tampon the 
external auditory meatus. This criticism would be 
perfectly fair if one placed the gauze strip in such 
a manner as to tampon the canal. If one places the 
gauze strip as directed he will very soon recognize 
ii he observes the outside dressing stained with the 
discharge, whether or not there is any stagnation 
within the canal. I have convinced myself over and 
over again that this does not occur. In young chil- 
dren such a method of drainage has an especial ad- 
vantage over irrigation of the canal. Irrigation is 
painful. The amount of persuasion necessary be- 
fore it can be properly accomplished in young chil- 
dren; and even in adults at times, is sufficient to tax 
one’s patience. In the majority of cases where ir- 
rigation is used just what is sought for is not ac- 
complished. Such canals are always found filled 
with secretion when the time for the next irrigation 
is due, and soon an eczematous infiltration presents 
itself at the external orifice. Furthermore, no mat- 
ter how bland the fluid is, if one will take the pains 
to observe carefully he will notice that instead of 
diminishing the edema within the canal, irrigation 
encourages it. Furthermore, it stimulates the 
growth of granulation tissue. 

In regard to the use of the Politzer bag for in- 
flation after the acute symptoms have subsided, 
1 have yet to observe the case where this procedure 
has caused the slightest aggravation of symptoms. 
On the contrary, the patients will express them- 
selves as feeling more comfortable. The rapidity 
with which the discharge lessens, as soon as one is 
able to resort to this procedure, convinces one of the 
rationale of this method. It is the only method 
which assists the eustachian tube in getting rid of 
its secretion, and also that which remains in the 
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tympanic cavity after aspiration. Such a tube filled 
with a stagnating secretion, will often exert a bane- 
ful effect upon the tympanic cavity, unless properly 
cleansed. When there is a sufficiently large perfora- 
tion in the tympanic membrane and the Politzer 
bag is used, such statements as have been made 
that pus will be blown into the mastoid and thus 
cause mastoiditis need hardly be considered. Ex- 
periments which have been made upon the cadaver, 
and the daily experience of those who are constant- 
ly treating subacute and chronic conditions of the 
ear with the Politzer bag, and even the catheter, 
speak entirely against such an occurrence. I have 
treated over 500 cases with this method and I have 
up to the present time not observed a single case 
in which I can attribute a mastoiditis to this pro- 
cedure. 

One word in regard to this method of treatment 
in our clinical practice, where the patients are seen 
on an average only three times a week. Imagine 
for a moment these people, ignorant as they are for 
the most part, being told to practice irrigation of 
the ear! They certainly cannot be taught how to 
regulate the pressure. They will use unclean ves- 
sels and, probably, an unclean syringe and unclean 
water, either too hot or too cold; and they will re- 
turn with ears that are foul with secretion. In the 
majority of cases a bad eczema at the orifice of the 
canal, extending at times over the auricle, will be 
found. Last, but not least, these are the patients 
that furnish us with our serious complications fol- 
lowing acute middle ear disease. On the other hand, 
however, how simple a matter it is to tell them that 
after the outside dressings are left aside, to simply 
wash their hands, and every time the cotton within 
the concha becomes soiled to replace it with a fresh 
wad of cotton, and twice a day to drop within the 
canal the boric acid solution. I have followed this 
routine in my clinical practice and have every rea- 
son to feel that it is superior to the irrigation 
method. 

I do not wish to claim any originality in regard 
to the methods of treatment offered in this paper. 
The plan is original, but the methods are such 
as have been and still are employed in many of our 
clinics. They particularly suggested themselves to 
me because I believe they are based upon true sur- 
gical principles. One word I wish to add, and that 
is that the treatment is not supposed to be so ideal 
that every case will respond. There is no such ideal 
treatment. I do believe, however, that ic offers 
greater chances of success than other forms that 
I have employed, but that there is still room for 
improvement. 


SURGICAL POSTURES. 
By Martin W. Wage, M.D., 
NEW YORK. 


(Continued from the April number.) 
PosITIONS FOR OPERATIONS ON THE LIVER AND 
GALL-BLADDER. 

A considerable relaxation of the abdominal walls 
is called for in the examination of the hepatic re- 
gion. The patient should be placed in the dorsal 
position, with the thighs slightly flexed so as to relax 
the abdominal muscles, and the shoulders elevated. 
Palpation is then to be executed during inspira- 
tion. In some individuals a sitting posture, with 
the trunk bent slightly forward, induces greater re- _ 
laxation. Immersion in a warm bath and palpa- 
tion in-either position is still more effective. Dur- 
ing operations on the hepatic region, however, it 
is desirable, particularly with a view to lessening 
the distance of the gall-bladder and ducts (leading 


Fig. 21. Position for operations on the liver and gall-bladder. 


to the parts of the liver) from the wound in the 
abdominal wall, to have the body supine and to 
wedge one or more pillows under the vertebral arch 
posteriorly (Fig. 21). These pillows act as a ful- 
crum for the ribs of the costal arch to lever the 
liver and its ducts forward. An operating table 
with a mechanical device worked by a rack and 
pinion and playing in a vertical direction has been 
devised by Dr. H. Lilienthal to accomplish this same 
effect. 
PosITION FOR OPERATIONS ON THE KIDNEY. 

In the performance of any operation on the kid- 
neys the patient is placed upon his sound side. To 
increase the accessible ilio-costal space on the af- 
fected side, a cylindrical pillow is to be placed be- 
neath the sound side in the ilio-costal space (Fig. 
22). Over this pillow the body is arched so that 
the ilio-costal space of the upper side is arched, con- 
verting the normal concavity of this space into a 
convexity. If this pillow is a distensible rubber 
cushion (Edebohls), varying degrees of convexity 
can be obtained by distending it with air, and when 
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manipulations are at an end, the valve of this rub- 
ber air cushion may be opened, whereupon the pil- 
low collapses and the parts return to their normal 
position without the necessity of lifting the pa- 
tient. 

With Lilienthal’s mechanical device referred to 
in the preceding section, like effects can be reached. 


Fig. 22. ‘Position for operations on the kidney. 


When rigid, cylindrical or wedge-shaped pillows are 
used, the patient has from time to time to be lifted 
- to increase or diminish the degree of extension of 
of the ilio-costal space. 


TRENDELENBURG’S POSTURE. 
Operations on the lower half of the abdominal 


and the pelvic contents have been inestimably ben- . 


efitted by virtue of this position, named after the 
originator. It consists in placing the abdomen in 
an inclined position so that the pelvis is elevated 
(Becken-hochlagerung). 

At the present day this position is obtained by 
mechanical devices which render it possible during 
an operation to elevate the lower end of the table, 
so that the inclination of the abdomen forms an 
angle anywhere from 45° to 75° with the floor (Fig. 
24). This elevation of the pelvis causes the movable 
abdominal contents (intestines) to roll down the in- 
clined plane of the posterior abdominal wall and 
gravitate towards the diaphragm. This displace- 
ment, it is apparent, leaves the pelvic contents and 
the lower abdomen free from the coils of small in- 
testine. Thus, manipulations are rendered easier 
since they avoid contact with these coils of mova- 
ble intestines. The inclination of Trendelenburg’s 
position should not be given to the patient until the 
peritoneum has been incised, and as soon as all intra- 
abdominal manipulations have been terminated, the 
horizontal posture is to be resumed. Only that de- 
gree of elevation necessary to displace the coils 
of intestine is called for, nor should this elevation 
be abruptly assumed, lest it too suddenly divert the 
blood to the head, or by the displacement of the 
viscera throw an unnecessary strain upon the dia- 


phragm. For similar reasons the horizontal posi- 
tion should not too suddenly be resumed. 

Indications for the Trendelenburg Position: Aside 
from the advantage of the displacement of the small 
intestines or sigmoid flexure, in operations on the 
lower abdomen, it has also become customary to 
refer to the Trendelenburg posture as the position 
in which patients are to be placed in attacks of syn- 
cope, or shock during an operation or when it is 
necessary to divert the blood to the head, to combat 
the effects from the loss of great quantities of blood. 
This posture is also to be assumed in an attack 
of collapse, incident to anesthesia, which so sudden- 
ly sets in chiefly during the administration of chlo- 
roform. In this posture it is also possible to exe- 
cute the movements of artificial respiration. 

In this connection it is opportune to refer to the 
suggestion to assign a slight Trendelenburg posture 
to patients who have had injections of stovain, 
tropacocain or other local anesthetics into the spinal 
canal. The posture is intended to extend the range 
of anesthetic area above the level of the umbilicus, 


- causing the cerebro-spinal fluid to gravitate towards 


the head and thereby bathe the posterior nerve roots 
higher up with the anesthetic dissolved in it. In 
opening the urinary bladder suprapubically, even 
though the latter be distended with air or water, 
the fold of peritoneum covers the fore part of the 
bladder much more when the patient is horizontally 
placed. The Trendelenburg posture, however, 
causes the intestinal coils to recede from the blad- 
der, and not being so prominent in the wound, the 
peritoneal fold is also less likely to be injured. 

During the performance of intrdpelvic operations 
on the female genitals, the coils of intestine are 
greatly in the way; the Trendelenburg posture 
obviates this. 

During labor a prolapse of the umbilical cord 
may be successfully combated by placing the mother 
in Trendelenburg’s position. If the mother is 
being confined on a table this latter may be elevated 
at the foot, or, if she be in bed, an inclined plane 
may be improvised by the back of a chair which is 
inverted for the pelvis to rest upon. 

The reduction of a hernia may be rendered pos- 
sible by placing the patient in Trendelenburg’s pos- 
ture—before the performance of taxis, as well as 
during it. This posture will also be found to be 
very advantageous in the course of a herniotomy, 
after the sac is opened, when it becomes necessary 
to avoid a constant tendency of the bowels to escape 
from the adbomen. 

In the course of a laparotomy—median or other- 
wise—if a large number of coils have been even- 
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trated and their return is difficult, the Trendelen- 
burg posture will materially aid in their reduction. 
In the reduction of an invagination of the bowel, 
the posture of Trendelenburg, supplemented by en- 
emata will be found effective. 

During the performance of a vaginal hysterec- 
tomy the Trendelenburg posture prevents the escape 
of intestines through the incision and greatly re- 
duces the difficulties of this operation. While ad- 
mitting the great advantages of the Trendelenburg 
posture the operator should be mindful of its bane- 


Fig. 23. Patient in Trendelenburg position on a table of special 
design for the position. (Courtesy of Dr. Willy Meyer.) 

ful effects. The position must not be too long 
maintained, as it may interfere with anesthesia by 
throwing a greater weight upon the thoracic con- 
tents, and by causing a congestion of the head, 
which is ill borne by individuals of plethoric type. 
Any warning of too great a cynosis or interfer- 
ence with respiration or heart action from such 
causes calls for a lowering of the pelvis, if neces- 
sa:y to a horizontal plain. 

There appears to be a difference of opinion con- 
cerning the proper relation of the head to the tho- 
rax in the Trendelenburg posture. In some tables 


the inclination is effected so that the whole body 
(thorax included) is flexed at the neck (Fig. 23), 
the head remaining stationary when the change of 
position is assumed. In others, on the contrary, 
the entire plane of the operating table is inclined, 
and the head and neck are in direct line with the 
thorax and abdomen (Fig. 24). The former is the 
original position. Yet the latter posture is not in- 
admissible, and the mechanism of the table should 
permit of either posture to meet the requirements 
of the case. 

Placing the patient in Trendelenburg’s Posture: 
From the above it is evident that there are some 
additional requirements to guard against the slid- 
ing of the body while on the inclined plane. One 
device in the regular operating table is to fasten the 
legs (not the thighs) to the lower attachment of 


Fig. 24. Patient in Trendelenburg position, the = operating 
table tilted so that the Foot end is raised 


. the table before elevating it—so that they be not in 


extension but rather in flexion, when the inclina- 
tion is effected. The securing of the legs should 
not alone be relied upon to prevent the sliding of the 
body from the operating table. Adjustable shoul- 
der stirrups are a part of most operating tables, to 
receive the shoulders and guard against downward 
displacement. These shoulder rests should be well 
padded and constructed so as not to infringe on the 
cervical plexus, or else a pressure paralysis on one 
or both sides will result. 

It must not be assumed from the foregoing re- 
marks that the Trendelenburg posture can be main- 
tained only by means of specially constructed ta- 
bles. By elevating an ordinary table at its foot on 
blocks or bricks twelve inches in height or more, 
sufficient elevation can be obtained, and the limbs 
may be fastened to the legs of the table. Again, an 
assistant may be stationed at the foot of the table, 
with his back towards the patient, to draw the 
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thighs of the patient over his shoulders; and any 
available cushions or pads are wedged beneath the 
pelvis, loins and back of the patient to maintain the 
elevation. Finally, the back of a chair, when in an 
inverted position, also answers to place the patient 
in Trendelenburg’s posture. 

When fluids (pus or blood) are suspected or 
known to be present in the pelvis, the Trendelenburg 
posture should not be given to the patient at all, or 
else only that amount of elevation should be em- 
ployed which will safeguard displacement of the 
fluid among the coils of intestine towards the 
diaphragm. The control of this position should be 
relegated to an especial assistant. . 

(To be continued.) 


CONGENITAL ABSENCE OF THE APPEN- 
DIX AND SUPPURATIVE PELVIC PERI- 
TONITIS IN A BOY.* 

By Irvine S. Haynes, Pu.B., M.D., 


Professor of Practical Anatomy, Cornell University 
Medical College; Visiting Surgeon to Harlem 
Hospital, etc. 


NEW YORK. 


March 1, 1907, I was called by telegram to Sara- 
nac to operate for appendicitis upon a relative of 
mine, a boy of 14 years of age. 

I reached the patient on March 2d, and learned 
the following: The present illness had begun on 
February 26th, with abdominal cramps. The pa- 
tient went to school, however, on this and the 
following day, although feeling considerable pain 
and looking very bad. 

The night of the 27th, his mother gave him a 
large dose of sweet oil from which a satisfactory 
operation was obtained. 

The next day, February 28th, he was unable to 
get up because of so much abdominal pain, and Dr. 
Mitchell, the family physician, was called in, and a 
fever mixture prescribed. 

Friday morning the boy had very severe ab- 
dominal pain, generally distributed, but, seemingly, 
more marked in the right iliac fossa. The case was 
considered one of acute appendicitis, and I was 
summoned to operate. 

That evening the temperature was 104°, and the 
pain so severe that a few drops of tincture of opium 
were given, and repeated once or twice during the 
night. A large soapsuds enema was also admin- 
istered, with a good result. I arrived the next 
morning, March 2d. 

The patient lay on his back with his knees drawn 


—" before the Lenox Medical and Surgical Society, March 23, 


up. His face was flushed and dusky, tongue dry 
and thickly covered in the center with a grayish 
white to brownish coating; the edges were red. 
Temperature, 100°; pulse, 92. No opiate had been 
taken for eight to ten hours. He could extend the 
legs without difficulty, but was more comfortable 
with them flexed. He had practically taken nothing 
but water for the preceding forty-eight hours. 

Examination showed costal respiration; the ab- 
domen full but not distended. Pain was not con- 
stant; when present, it was complained of about the 
umbilical region. 

The abdomen was rigid and muscular spasm 
marked, especially in the lower half. Tenderness 
was felt similarly over the entire region, but was 
more pronounced in the lower portion; the right 
side was no more tender than the left. Pressure 
directly over the bladder caused the most suffering. 

The urine was voided frequently without diffi- 
culty. Small quantities of fluid feces and mucus 
with considerable gas were expelled every hour or 
oftener. He did not vomit. 

Inquiry brought to light the fact that, for 
several days preceding his sickness, he with 
other boys had been coasting down a very steep 
hill with a bumper at the bottom over which 
their sleds would jump, covering from 12 to 20 feet 
before striking the ground. The sleds were ridden 
with the boys lying on their stomachs or sitting up- 
right. This sport was indulged in morning, noon 
and night, and during a particularly cold spell of 
the week before. 

Tt seemed to me that this mode of coasting had a 

direct causative relation to the boy’s illness, especi- 
ally as one of his playmates had been quite seriously 
sick for two days with severe abdominal pain and 
cramps about the time my patient’s symptoms be- 
gan. 
Taking everything into account, I concluded (and 
so stated to the doctor and family), that the boy 
had enteritis with peritonitis, possibly due to appen- 
dicitis; but it looked to me as though the appendix 
were not the starting point of the inflammation, and, 
if involved, was so only secondarily. ‘ 

As the symptoms were not urgent, I decided to 
wait twenty-four hours before concluding upon an 
operation. 

Sunday morning, March 3d, the patient’s condi- 
tion showed the effects of pus absorption. The 
temperature was only 99.8°, but the pulse was IIo. 
The face was dusky, with a yellowish tinge; the 
tongue dryer and cracked ; the abdominal symptoms 
were not quite so marked as before, especially in 
the upper half of the abdomen. Operation was de- 
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cided upon and performed with the assistance of 
Dr. Mitchell and Dr. MacDonald. 

The cecum was exposed through an intermuscular 
incision, the appendix sought for, but not found. 
At the site of this organ was a small fatty mass 
like one of the appendices epiploicz, about an inch 
long, entirely devoid of any intestinal structure, but 
provided with a distinct mesentery in which was a 
small (appendicular) artery. 

To make no mistake, I demonstrated the surfaces 
of the cecum, the convergence of the muscular 
bands to this fatty mass, the presence of the blood- 
less fold of Treves, the proximity of the ileocecal 
valve, and, lastly, that this fatty mass had a small 
mesentery about one-half inch wide, which was pro- 
vided with a small but vigorous artery. This fatty 
appendage was removed. Careful examination 
showed no intestinal structure whatever. 

Alongside of this vestige of appendix was a very 
dark portion of the cecum about an inch in diameter, 
in which the bloodvessels were intensely engorged. 
This suspicious area was turned into the bowel with 
a purse string suture, and whipped over with a 
continuous one. 

The findings here did not at all explain the boy’s 
condition. Exploration into the pelvis showed the 
intestines all glued together. These adhesions were 
gently separated along the postero-lateral pelvic 
wall, and at the bottom of the recto-vesical pouch 
two or three ounces of thick, extremely foul pus 
were found. The pus cavity was sponged out, and 
the operation completed by careful layer sutures 
about a drainage tube. 

The course of the case was satisfactory. Within 
thirty hours we had his bowels freely open, and in 
thirty-six hours his temperature was normal. Later 
reports showed at the end of a week a sinus dis- 
charging freely, a normal morning temperature, ris- 
ing one degree higher in the afternoon. General 
condition was fine. 

The case was extremely interesting to me. I 
think we can call it an idiopathic suppurative pelvic 
peritonitis. The mode of causation, I believe, is 
unique, but I think, perfectly clear. 

Given a boy 14 years old, with the intestines prob- 
ably loaded with feces, coasting innumerable times 
down a steep hill on a very cold day, and going over 
a bumper that threw his sled into the air so that it 
went a distance of 15 to 20 feet before striking— 
the boy either sitting upright or lying on his stom- 
ach—an attack of cramps following the violent exer- 
cise which steadily passed into a severe attack of 
pelvic peritonitis, I think we can safely say that 
here is cause and effect; that there was a bruising 


of the intestines, a migration of streptococci and 
colon bacilli, a formation of limiting protective ad- 
hesions and a localized abscess; that there was no 
connection whatever with the appendix, which only 
existed as a fatty remnant and could not have pro- 
duced the symptoms; nor with the cecum, which, 
while showing marked inflammatory changes, was 
not adherent to the adjacent intestines and conse- 
quently outside of this area of disease; furthermore, 
the condition could not be attributed to these two 
organs because the pelvic condition was walled off 
entirely from the iliac region. 

Beaver (Treatise on Appendicitis) makes no 
mention of congenital absence of the vermiform ap- 
pendix. Huntington (Anatomy of the Peritoneum 
and Abdomen, page 249), under absence of the ap- 
pendix, quotes Zuckerkandel as having observed 
one case of absence of the appendix. J. D. Bryant 
reports having operated for appendicitis and finding 
“absolutely no appendix”; the point of tenderness 
was found to be a glandular growth located poste- 
rior to the usual site of the appendix. 

Huntington illustrates two cases in the Morpho- 
logical Museum of Columbia University, and states: 
“In both, careful examination of the external as 
well as the mucous surface of the cecum demon- 
strated the entire absence of the appendix, and the 
subjects from which they were obtained presented 
no scars or other evidences of operative removal, or 


_ ot pathological processes. They were both, there- 


fore, authentic instances of complete congenital ab- 
sence of the appendix, not of so-called retro-peri- 
toneal or hidden appendix.” 

Michan, Journal American Medical Association, 
October 11, 1902, page 938, reports two cases oper- 
ated upon for appendicitis by himself in which the 
appendix was entirely absent without any trace of 
one having existed before. One proved to be a case 
of nephritic abscess, the other a degenerated and 
cystic ovary. 

I have not had time to examine the literature 
extensively to determine (1) the rarity of congeni- 
tai absence of the appendix, or (2) the frequency of 
pelvic peritonitis in boys; but I am disposed to think 
that both conditions are rare enough to justify this 
report. 

1125 Mapison AVENUE. 


Loss oF Vis1on FoLttow1nc Eve Injury. 

An immediate loss or great impairment of vision 
following a violent blow about the eye, without ex- 
ternal injury, points to intraocular hemorrhage, 
detachment of the retina or dislocation of the lens. 
—F. A. Morrison in the Medical Fortnightly. 
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LORD LISTER’S EIGHTIETH BIRTHDAY. 


On April fifth Lord Joseph Lister attained the 
eightieth anniversary of his birth. The occasion was 
recognized by congratulatory greetings from nu- 
merous societies, universities and hospitals. Also 
in commemoration of the event, the Royal College 
of Surgeons of England has undertaken, with Lord 
Lister’s consent, to publish, in two quarto volumes, 
a complete collection of his scientific papers, to- 
gether with such biographical notes as may be 
needed to show the relation of the various re- 
searches on which these papers were based. 

The historic and scientific value of such a publi- 
cation needs no discussion. Nor is there any need 
to explain the importance of Lister’s monumental 
contribution to medicine and to humanity, familiar 
as it is to all civilized peoples. 

Others than Lister had shattered the belief in 
the spontaneous origin of minute organisms. Others 
than he founded the science of bacteriology and es- 
tablished the germ origin of infectious diseases. Pas- 
teur, Koch, Tyndall, as well as Lister, demonstrated 
the bactericidal action of heat and certain chemicals 
in tissues and substances removed from the body. 
But it was Lister who showed how these principles 
could be applied to the prevention and relief of in- 
fectious processes in the living patient, and it was 
his brilliant studies that developed the antiseptic 
approach to open wounds. 

Cumbersome as seem to-day the technics of anti- 
sepsis he developed, unnecessary as was the energy 
devoted to the disinfection of the air, it is remark- 


able that the principles he laid down a generation 
ago have not been altered in the passing years. The 
disinfection of the surgeon’s supplies and the vig- 
orous cleansing of the patient’s skin and of the oper- 
ator’s hands, were the essentials of his system, and 
they remain the essentials of our more modern 
method of asepsis, which, after all, is but a technical 
and inevitable development of antisepsis. 

With the British profession their American col- 
leagues felicitate on this occasion with especial 
warmth. Sincerely admiring the scientific stature 
of our Teutonic cousins, we are the more proud in 
our boast that antisepsis, anesthesia and the dis- 
covery of the circulation of the blood—these the 
greatest of all medical discoveries—are of Anglo- 
Saxon origin. 


SURGICAL INSTRUMENT PATENTS AND 
ETHICS. 


The editor has been asked for some expression 
relative to the ethics concerned in the patenting by 
a surgeon of an instrument or apparatus of his own 
design. It is a proper demand that all medical dis- 
coveries, including clinical methods and devices, 
should be freely placed in the hands of the entire 
profession for application to the welfare of man- 
kind. But if any taint of commercialism attaches 
tc the surgeon who secures a patent on an apparatus 
he has invented, not intending by the patent to pre- 
clude others from the use of the device, then such _ 
opprobrium represents an interpretation of the 
above broad principle which, in the editor’s opinion, 
is quite inconsistent and illogical. 

The Hippocratic oath proscribes the acceptance 
of fees for medical instruction, yet the professor 
who administers the oath at graduation exercises, 
usually receives a salary paid partly or entirely out 
cf the pockets of the students whom he swears by 
the oath. 

Practically every medical book is copyrighted by 
the author (or his publisher), and his acceptance of 
a royalty on each copy—paid by the colleague who 
purchases it—is never held up as an infringement 
of our ethical relations. Between securing the copy- 
right on a medical book and the patent right on a 
medical device it is difficult to see any ethical dis- 
tinction. Moreover, the manufacturer of a surgi- 
cal apparatus not seldom secures his rights by pa- 
tent, and thus the originator often sacrifices a roy- 
alty to the manufacturer without sparing it to the 
purchaser. 

This is not written to encourage patenting by 
physicians of their inventions, but merely to argue 
that, if the invention is placed within the reach of 
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ali other physicians and the designer insists that 
only a fair price shall be charged for it, it cannot 
consistently be considered unethical to hold a patent 
on a medical device, until it is equally held improper 
to accept a royalty on a medical book. 


VON MOSETIG-MOORHOF. 

Just as this issue is going to press the news is re- 
ceived of the death, by drowning, of Professor Al- 
bert von Mosetig-Moorhof of Vienna, in his sixty- 
ninth year. His method of definitively closing bone 
sinuses and cavities by the introduction of his iodo- 
form-paraffin mixture, which he gave to the profes- 
sion in 1903, is the procedure by which he is prob- 
ably most widely known. Yet this is only one of the 
many important contributions that insure the per- 
manence of the name of Mosetig-Moorhof on the 
roster of the world’s notable surgeons. 


THE AMERICAN MEDICAL EDITORS’ 
ASSOCIATION. 

The interest of the profession in the character of 
its medical journals is necessarily a very close one. 
That there exists among medical editors in this 
country a national organization for the purpose of 
maintaining and advancing the standards of medical 
journalism, and of studying the best interests of the 
profession within this sphere, must also be a matter 
of not a little interest. 

The Thirty-eighth annual meeting of the Amer- 
* ican Medical Editors’ Association, will take place 
at Atlantic City in June, just preceding the session 
of the American Medical Association. 


Surgical Suggestions. 


A 10% ointment of fuchsin in vaselin or zinc 
oxid frequently yields gratifying results in stimula- 
ting the epidermization of indolent ulcers and gran- 
ulating wounds. 


Depilatories are useful in the preparation of the 
scalp for the treatment of abscesses or infected 
wounds, when the nature of the infection or the 
matted condition of the hair makes shaving difficult. 


Pain and tenderness behind the ear is not always 
indicative of mastoid disease. One should not for- 
get to look for pediculi in the scalp, for they often 
lead to an infection of the deep cellular tissues in 
this region. 


In acute intestinal obstruction it is far pref- 
erable to relieve the immediate danger to life by ten- 


tative enterostomy or colotomy than to hunt for the 
cause of the obstruction. 


Preauricular pain is often caused by an alveolar 
inflammation. 


The cessation of a purulent discharge from the 
ear should not be taken as a sign of cure. The pus 
niay have found its way into the, mastoid cells. 


Washing the area around a mastoid wound with 
alcohol, alcohol and ether or alcohol containing 1% 
nitric acid, will often ward off a dangerous erysi- 
pelatous infection. 


Acupuncture, followed by the application of the 
Bier cup is an excellent way of relieving dropsy of 
the legs. 


In applying the Bier treatment for deep ab- 
scesses, it is advisable to put a drainage tube into the 
bottom of the abscess cavity instead of trying to 
force the pus through a long collapsing sinus. 


Do not exclude the diagnosis of extrauterine 
pregnancy merely because vaginal examination re- 
veals no mass in the pelvis. 


One should always examine the anterior vaginal 
wall carefully when there is any urethral discharge 
for it may be due to a periurethral abscess commu- 
nicating with an infected vaginal cyst. 


Mobile retroflexions that resist manual reposition 
are often easily and painlessly corrected by placing 
the patient in the knee-chest position and then de- 
pressing the perineum. The sudden inrush of air 
balloons out the vagina and this effects the desired 
result. 


The presence of a Head zone starting in the in- 
guinal region and extending down the thigh in the 
form of a kite (tail downward) should make one 
examine the pelvic organs thoroughly, for the lesion 
very probably is in the Fallopian tube—pus tube 
or ectopic gestation. 


Tenderness over the gall-bladder region, espe- 
cially if accompanied by colicky pain, usually means 
a pathological condition of that organ. But an in- 
flamed retrocecal appendix extending high up, hy- 
dronephrosis, acute pancreatitis, and an inflamma- 
tory condition at the pyloric end of the stomach are 
also to be kept in mind. 
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Surgery of Genito-Urinary Organs. By J. W. S. Gov- 
tey, M.D. Demi octavo; 531 pages. New York: 
REBMAN COMPANY, 1907. 


To quote the author’s words, “This work consists of 
brief annotations on the nature, diagnosis and treatment of 
some of the diseases of the genito-urinary organs that come 
within the province of surgery.” Besides. many technical 
points of value, it contains a systematic. though short dis- 
cussion of the diseases of the urethra, prostate, seminal 
vesicles and bladder. The copious introduction of many 
facts of purely historical interest is rather overdone, but 


nevertheless the book as a whole will prove of value to: 


the general practitioner or budding specialist, as it sets 
forth the personal views of a specialist of large experi- 
ence. 


Les Autoplasties, Levres, Joues, Oreilles, Tronc, 
Membres. Par Cu. NéEtaton, Agrégé a la Faculté 
de Médecine; Chirurgien de l’H6pital Boucicaut, et 
L. Omsrépanne, Ancien Prosecteur de la Faculté Chi- 
rurgiens des Hépitaux. Quarto; 199 pages; 291 illus- 
trations. Paris: G. STEINHEIL, 1907. 


This will be found a very concise and interesting dis- 
cussion of the plastic operations on the lips, cheeks, ears, 
trunk and extremities. In addition to describing the tech- 
nic of the classical operations, it indicates in each in- 
stance what the authors consider the method of choice. 
Several procedures original with Ombrédanne or Nélaton 
are also presented. -A most pleasing feature is the form 
of illustrating. This consists in numerous well-executed 
line drawings, simple in form, but exceedingly clear. One 
would like to see more of such technically excellent draw- 
ing in our surgical literature. 


Eye Injuries and Their Treatment. By A. Maitrranp 
Ramsay, M.D., Fellow of the Faculty of Physicians 
and Surgeons; Glasgow Ophthalmic Surgeon, Glas- 

w Royal Infirmary; Professor of Ophthalmology, 
St Munga’s College, etc. Royal octavo; 210 pages; 
with many full-page plates in color. Glasgow: JAMES 
Mactenase & Sons. London and New York: Mac- 
MILLAN & Co., 1907. 


The author has presented in a most attractive form a 

ok the subject of which is always of extreme interest 
to the oculist. Based as it is upon lectures previously de- 
livered by the author, and upon his large personal expe- 
rience, we express our admiration and at the same time 
highly recommend this work. In the introductory chap- 
ters attention is called to the anatomy of the orbit and 
the bacteriology of the healthy conjunctiva. ‘The remain- 
ing chapters deal with the various forms of injuries, and 
how they may affect the various parts of the eye and 
orbit. The author has also added a chapter on ocular 
therapeutics and another giving general directions for op- 
erations on the eye. The colored illustrations are excel- 
lent. The book is quite up to date. 


Abdominal Pain. Jits Causes and Clinical Significance. 
By A. Ernest Maytarp, M.B., B.S. (Lonp.), Surgeon 
to the Victoria Infirmary, Glasgow, etc. Second Edi- 
tion; revised. Octavo; 301 pages; illustrated. Phila- 
delphia: P. BLaxiston’s Son & Co., 1906. Price, $2.50. 


A monograph of 300 pages is none too large for the dis- 
cussion of the significance of the different varieties and 
qualities of what. is often the essential, and is sometimes 
the only, manifestation of a serious abdominal lesion! 

Maylard attacks the subject from anatomical as well as 
from clinical standpoints, In this edition he gives a very 
full exposition of the studies of Mackenzie and Head. 
The diagnostic features developed by those studies have 
earned the author’s enthusiasm—an enthusiasm based upon 
his own and others’ experiences. It must be remembered, 


however, that the determination of areas of cutaneous hy- 
peralgesia has a diagnostic significance of confirmatory 
value chiefly. This is not merely a clinical observation, 
but has also an anatomical explanation. 

The diagnostic importance of the most careful study of 
abdominal pain is deservedly emphasized. The importance 
to diagnosis of the sudden subsidence of abdominal pain 
ought to have been dwelt upon. The agonizing pain of 
abscesses or ulcers subperitoneally situated may cease as 
suddenly as that of middle ear suppuration after perfo- 
ration of the drum. The development of shock and peri- 
tonitis make known the ominous significance of the sur- 
cease of pain; but meanwhile the relief from suffering may 
deceive the unwary. ‘ 

Not infrequently the failure to relieve pain by ordinary 
measures, medicinal, mechanical or operative, points to 
a lesion different from or more serious than that first 
diagnosed. To this aspect of the subject, also, the author 
might have devoted some discussion. 

On the whole, the work is an admirable one, and we 
commend it to the thoughtful study of our readers. 


The Abdominal and Pelvic Brain, with Automatic 
Visceral Ganglia. By Byron Rosinson, B.S.,. M.D., 
Professor of Gynecology and Abdominal Surgery in 
the Illinois Medical College; Consulting Surgeon to 
the Mary Thompson Hospital for Women and Chil- 
dren, and the Woman’s Hospital, Chicago, etc. Large 
octavo; 671 pages; 207 illustrations. Hammond, Ind.: 
Frank S. Betz, 1907. 


Byron Robinson is an indefatigable investigator and a 
voluminous writer. There are comparatively few medical 
journals in this country to which he has not contributed 
articles based on his original studies of the abdominal and 
pelvic sympathetic plexuses or on clinical subjects allied 
thereto. This book is largely a reprint of some of these 
articles, and a résumé of views already expressed else- 
where. The profession being therefore familiar with the 
general character of this work, it is unnecessary to review 
its contents at any length. 

The book deals with more than its title indicates. It 
is not merely an anatomical and a physiological treatise. 
There are chapters on constipation and on splanchnopto- 
sis and a very interesting one on sudden abdominal pain, 
clinically considered, and much sound advice concerning 
the treatment of various abdominal and nervous condi- 
tions is distributed throughout the work. A chapter on 
shock is furnished by Dr. Lucy Waite. 

We are obliged to wonder why the author placed at 
the beginning of his chapters such quotations as “Give me 
liberty or give me death,” “Curfew shall not ring to-night,” 
“Furnish the government with neither a kopek nor a sol- 
dier,” “Now is the winter of our discontent made glori- 
ous summer by this sun of York” and “Men may come 
and men may go, but I go on forever!” 


The International Medical Annual: 4A Year-Book of 
Treatment and Practitioner’s Index. Twenty-fifth 
Year. Octavo; 644 pages; twenty-eight plates and 
sixty illustrations. New York: E. B. Treat anp 
Company, 1907. Price, $3.00. : 


To the general practitioner and busy surgeon who has 
not the time nor the inclination to read all the various 
medical articles that will keep him alive to the achieve- 
ments of science during the past few years, the Inter- 
national Medical Annual for 1906 is especially instruc- 
tive. Not only is it impossible to keep abreast of the 
newest and best in medical science, but the attempt to read 
long, technical articles on every phase of science is very 
time consuming and, in most cases, would lead to the 
neglect of the more essential details of every-day practice. 
It is because of these facts that résumés and abstracts 
with proper references are of such inestimable value. 

This book is the twenty-fifth volume of its kind that 
the publishers have placed before us. 

It is edited by an exceptionally competent corps of men. 
Every article is of value and the bibliographies at the ends 
of the chapters afford a ready reference “index medicus.” 
There is a number of articles worthy of special com- 
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ment—such as those on Nucleic Acid and Hyperleuco- 
cytosis, Stovain and its dangers as an anesthetic, the 
newer work on the Opsonic Index, the recent work on 
Cancer, the possibilities of Nerve Anastomosis, and the 
Spirochete in Syphilis. 


Principles and Application of Lecal Treatment in Dis- 
eases of the Skin. By L. Duncan Butktey, A.M., 
M.D., Physician to the New York Skin and Cancer 
Hospital; Consulting Physician to the New York 
Hospital; Consulting Dermatologist to the Randall’s 
Island Hospital, to the Manhattan Eye and Ear Hos- 
pital, and to the Hospital for Ruptured and Crippled, 
etc. Smalt octavo; 142 pages. New York: ResMan 
Company. Price, $1.00. 


This volume comprises a series of four lectures given 
by the author at the New York Skin and Cancer Hos- 
pital in the spring of 1906. It does not pretend to dis- 
cuss all skin diseases, but only the most important ones. 
The book is almost entirely personal in character, little 
else but the author’s own ideas, methods of treatment 
and formule being introduced. The ripe experience of a 
dermatologist of Dr. Bulkley’s status is extremely valu- 
able and the volume should prove of much interest. The 
style is attractive and very practical. 


Hints on the Management of the Commoner Infec- 
tions. By R. M. Marspen, M.D., M.R.C.P., D.P.H., 
Honorary Physician to the Ancoats Hospital, Man- 
chester; Honorary Assistant-Physician to the Man- 
chester Hospital for Consumption; formerly Medical 
Superintendent, Monsall Fever Hospital, and Clinical 
Lecturer in Infectious Diseases, Owens College. 
Small octavo; 127 pages. New York: E. B. Treat 
AND CoMPANY, 1907. Price, $1.50. 


‘lhe book is divided into two parts. The first deals 
with the general measures employed in combating fever 
and its symptoms; the second deals with the detailed man- 
agement of the specific infections. The author is a strong 
advocate of the various forms of hydrotherapy for the 
purpose of combating high temperatures and he depre- 
cates the use of drugs for this purpose. He is not an en- 
thusiastic advocate of alcohol. He regards it as only 
of temporary benefit and believes that as a stimulant a 
fomentation or stupe over the precordial area will prove 
itself of more value. The continuance of the use of alco- 
hol for any length of time is manifestly contraindicated. 
The author’s methods of treatment in the various infec- 
tious diseases are on the whole very sound. The author 
uses few drugs and the indications for these are clearly 


, laid down. The style is very clear. 


Psychic Life and Laws; or, the Operations and Phenom- 
ena of the Spiritual Element in Man. By Cwartes 
O.iver SAHLER, M.D. New York: FowLer anp WELLS 
Co. London: N. Fow Lo. 


There are evidences on all sides of an awakening of 
the profession to the value and possibilities of psycho- 
therapy. Probably the most important stimulus has been 
the work of Dubois in Berne. In more recent years Op- 
penheim and Cabot have also contributed appreciably to 
our knowledge of the subject. This work of Dr. Sahler 
is another contribution, but differs from those that have 
been mentioned in the novelty of the author’s point, or, 
rather, points of view. A summary of his methods of 
reasoning would pass beyond the limits of this review. 
While the exposition is largely psychological, the author 
also introduces such themes as magnetism and electric 
force, vibration, and spiritual manifestations. We confess 
that in many parts the author’s meaning is not of the 
clearest. Instead of limiting himself in the practice of his 
psychic methods to neurasthenia and its allied states, as 
all others have done, we fear that the author, in his ex- 
cessive zeal, has broadened its field of applicability to 
rather treacherous territory. For instance, on page 124, 
we note that the author prevented hemorrhage from a 
pin prick by psychic treatment, and on page 206 we find 
him curing cancer. The worthy cause of psychotherapy, 
we believe, can only be harmed by such statements. 


Progress in Surgery. 
A Résumé of Recent Literature. 


Contribution to the Technic of Narcosis (Zur Technic 
der Narkose). C. Straucu, Braunschweig. Zentral- 
blatt fiir Gynakologie, No. 9, 1907. 


The use of chloroform in narcosis has gradually been 
reduced. Preparation for narcosis by means of morphin, 
alcohol, etc., are of great value. Usually a patient knows 
that he is going to be operated upon the following day, 
and in consequence passes a sleepless and excited night. 
Next morning we find the heart rapid and arrhythmic as 
a result of this. The author on the night before operation 
gives I gm. (15 gr.) of veronal, which always induces 
sleep. The patient is awakened one hour before the opera- 
tion and given 1/5-1/3 grain of morphin hypodermatically 
and a stimulating enema containing alcohol. ‘the patients 
usually continue to sleep even when transported to the an- 
esthesia room, no excitement supervenes, the heart is quiet 
and steady, and very little ether is needed to induce com- 
plete anesthesia. The veronal in this dose has never pro- 
duced unpleasant results (?) and its effects last for the 
succeeding 24 hours, so that the patients require no fur- 
ther sedatives after the operation. The ether can be given 
by the drop method, no asphyxia or interruptions of the 
narcosis occur and the cardiac force is but slightly af- 
fected. even after prolonged operations. 


The Pathology, Therapy and Prophylaxis of Accidents 
Due to Electricity (Die Pathologie, Therapie und 
Prophylaxe der elektrischen Unfalle). JELLINEK, 
Vienna. Deutsche Medizinische Wochenschrift, March 
7 and 14, 1907. 

Electricity demands fewer victims than other occupa- 
tions, as, for instance, gas workers, yet the number of ac- 
cidents is not inconsiderable. We meet with cases due to 
two causes—technical and atmospheric. If the subject is 
well insulated (as, for instance, on a glass plate) the body 
is merely charged and no harm is done. Should earth or 
other conduction exist the contact is closed and the elec- 
tric discharge may become dangerous. Usually the con- 
tact is direct; more rarely indirect as by means of spark- 
ing, or static discharge. Atmospheric electricity may pro- 
duce true and false lesions. Lightning produces compres- 
sion and decompression of the neighboring air, explosions, 
etc. Direct lightning strokes may take place or the effect 
may be indirect, as, for instance, by transmission along a 
telegraph wire. 

The strength of current needed to produce injury varies 
greatly. As low a voltage as sixty-five has done harm, 
and again 5,000 volts have proved harmless. The usual 
figures given are 500 volts for direct and 300 volts for the 
alternating current. The factors producing the damage 
are various. Chief among them are the voltage, the am- 
perage, the time of application, the contact surface and 
the resistance. The thick, dry skin of the sole offers many 
hundred times the resistance that is opposed by a soft, 
moist skin on the face. Besides these factors the psychical 
state plays an important réle. Greater currents can be 
harmlessly withstood during sleep, narcosis or when pre- 
pared to expect the shock. Some species of animals are 
also more resistant than others. 

Local symptoms are immediate and remote. Super- 
ficially we note burns, singeing of the hair, perforations 
and tearing of tissues, necroses, impregnation with metal- 
lic oxides, hemorrhage, edema, erythema, and “lightning” 
markings. At times, after a long interval, ulcers, similar 
to x-ray ulcers, appear. The general symptoms also re- 
quire division into a group of early and late ones. Most 
common is a more or less profound loss of consciousness 
often presenting the picture of concussion or compres- 
sion of the brain. Amnesia and muscular motor symptoms 
(convulsion, paresis, etc.) are common. Respiratory or 
cardiac paralysis is usual in severe cases. Among the late 
symptoms traumatic neuroses, disturbances of sensation, 
trophoneurotic changes, progressive paralysis, epileptic at- 
tacks, cardiac disturbances and chronic joint changes have 
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been observed. After a lightning stroke, cataract forma- 
tion has been repeatedly noted. 

As may be gleaned from the symptoms, the pathological 
changes are very diverse. Most noteworthy are the ner- 
vous changes which are due to hemorrhages, degeneration 
of the peripheral and central nervous system and nuclear 
changes in the cells. Repeatedly a great increase in the 
pressure within the cerebro-spinal canal has been noted. 
The cause of death is most often cardiac or respiratory, 
but may be due to brain effects. 

The diagnosis may be made by the skin injuries, the 
burning or tearing (explosive) of the clothing, the vicinity 
or contact with a charged wire, the presence of a thun- 
derstorm, etc. Forensically an exact determination of the 
cause of death may be impossible. 

The prognosis is good in cases that survive the shock. 
In thirty-seven cases seven survived; of the remaining 
thirty, twenty recovered fully at once; ten showed late 
symptoms and only four were permanently disabled. The 
prognosis of the skin lesions should be made with caution 
on account of the x-ray-like extension and chronicity 
sometimes noted. 

Treatment consists in at once freeing the victim from 
the circuit, inducing artificial respiration, cardiac massage 
and, in some cases, lumbar puncture. These measures 
must be kept up for many hours before results are ob- 
tained. In desperate and apparently hopeless cases repe- 
tition of the fatal shock may again start the heart’s action. 
The patient’s head should be kept slightly elevated; vene- 
section may be of service. If consciousness returns, ex- 
pective and symptomatic treatment is indicated. Prolonged 
hot baths and sedatives should be employed to calm the 
nervous excitement. Albuminuria should be looked for, as 
it is a common sequel. 

It is the physician’s duty to educate the masses as to 
these dangers and how to avoid them. The dangers of 
direct contact, accidental short circuits and gas explosions 
— corrosion of conducting pipes must be borne in 
mind. 


Subdeltoid Bursitis. C. F. Parnrer, Boston. Boston 
Medical and Surgical Journal, March 21, 1907. 


This malady is fairly common, and a good many of the 
so-called “peri-arthritic’ inflammations of the shoulder 
probably come under this head. Trauma is the common- 
est cause; next in importance are the small injuries inci- 
dent to the patient’s occupation; most rare are the infec- 
tions due*to systemic toxins. Anatomically, the bursa is 
situated immediately beneath the fibers of the deltoid mus- 
cle and directly above the capsule of the joint. It is about 
the size of a fifty-cent piece and contains very little fluid. 
Physiologically it aids the deltoid muscle in its action. 
Pathologically it becomes thickened, and in some cases 
partially or wholly obliterated. In old cases it may be- 
come filled with cheesy material, or with villous enlarge- 
ments within the sac, so that it produces an x-ray shadow. 
Clinically the cases are characterized by a dull ache and 
stiffness in the shoulder, the pain sometimes radiating 
to the insertion of the deltoid or even to the fingers. 
There is restriction of the movements of the arm, espe- 
ciallv in abduction and rotation. In the chronic cases there 
may be atrophy of the muscles about the shoulder. Occa- 
sionally a slight swelling is noted at the site of the bursa. 
A constant symptom is the acute tenderness on pressure. 
The author does not discuss the non-operative methods of 
treatment. He advises the open operation in all cases 
that have been persisted for six months or more. This 
consists in an incision parallel to the fibers of the deltoid 
over the site of the bursa, separation of the muscular bun- 
dles and excision of the sac. This is in most cases easily 
done, inasmuch as the walls are considerably thickened. 
The fibers of the muscle and the skin are sutured and the 
limb is fixed in a Velpean or double sling. The result is 
always good and the ‘se of the arm regained in a few 
weeks. The author reports four successful cases. 


A Case of Multiple Circumscribed Lipomata Treated 
with Ethylate of Soa’. Acnes F. Lavit, Lon- 
don. Lancet, April 6 ‘907. 
Four years ago the patient presented seventeen to twenty 
lipomata scattered all over the body; some had existed for 


eight years and in the three previous years the tumors 
had increased appreciably in number. -Treatment con- 
sisted in painting each swelling with ethylate of sodium 
once a week. The patient after a short time, however, 
against advice, painted them every day. This caused a 
severe irritation of the skin and in some instances super- 
ficial ulcers. After a time the patient was instructed to 
apply the solution two or three times a week until red- 
ness developed and then to leave off until the irritation 
disappeared. At the same time general treatment was in- 
stituted in the form of exercise, Swedish movements, at- 
tention to the stomach and bowels and abstention from 
alcohol. Thyroid and calcium chlorid were also given for 
short periods. At the present date, no tumors are visible 
with the exception of one on the right thigh. On palpa- 
tion, however, small bean-like nodules can be felt at the 
sites where the former tumors had existed. 


Preliminary Note on the Direct Transfusion of Blood. 
Georce Crite, Cleveland. Cleveland Medical Journal, 
March, 1907. 


Crile has tried his method of direct transfusion in many 
varieties of cases and reports the results in detail. He has 
obtained positive results in acute hemorrhage, and these 
he regards as final. In pathologic hemorrhage it has 
proved positive in improving the patient’s condition, and 
in most instances has wholly controlled the hemorrhage 
itself. In shock, the results have been better than those 
obtained by any other method. Experimentally, it seems 
to be the most effective treatment for illuminating gas poi- 
soning. In pernicious anemia, leukemia, carcinoma, strych- 
nin poisoning and diphtheria toxemia the results have been 
negative. 


The Operative Treatment of Hemorrhoids, including a 
brief consideration of the different operations, charac- 
teristic arrangement of the tumors and the technic 
of the ligature operation under local anesthesia. T. 
C. Hit, Boston. Boston Medical and Surgical Jour- 
nal, April 11, 1907. 


The most interesting and important feature of this paper 
is the description of the author’s method of operating upon 
hemorrhoids. After cleaning out the bowel by means of 
a laxative, anesthesia of the sphincter is obtained by Tut- 
tle’s method, which consists in the injection of cocain at 
the point of entrance of the lesser sphincteric nerves; the 
needle is inserted into the posterior commissure three- 
fourths of an inch from the anus. The divulsion of the 
sphincter is then proceeded with. Each hemorrhoidal tu- 
mor is in turn distended with one-tenth of one per cent. 
solution of cocain. It is then seized with a pile forceps, 
gently elevated, and the hemorrhoid is dissected upward 
until it is attached by a narrow pedicle which contains its 
main blood supply. The pedicle is ligated and the mass 
cut away. Any tags that present are removed after co- 
cain infiltration. The after-treatment consists in obtaining 
a movement of the bowels on the second day and every 
day thereafter, and local cleanliness. After the ligatures 
have separated topical applications are made with fifteen 
per cent. balsam of Peru in castor oil, or fifteen per cent. 
icthyol in glycerin. 


Cystopnexy for Falling of the Bladder. A. L. Smiru, 
Montreal. Montreal Medical Journal, April, 1907. 


For very bad cases of cystocele, accompanied by stag- 
nation of urine and cystitis, Smith advises that the abdo- 
men be opened and the bladder be sewed to the anterior 
abdominal wall after scarifying the peritoneal surfaces. 
He reports two cases in which the results were excellent. 


A New Operation for Epispadias. Cart Brecx, New 
York. New York Medical Journal, March 30, 1907. 


The patient upon whom the author performed this op- 
eration was a boy, four years of age, who presented a 
complete epispadias. The penis was very short so that 
the unperforated glans practically covered the opening 
into the bladder. The first step in the operation con- 
sisted in a horseshoe-shaped incision well beyond the 
opening into the bladder. The skin and neighboring mu- 
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cous membrane .were dissected carefully until a well 
marked funnel was obtained about two inches in length. 
The base of the horseshoe incision, corresponding to the 
base of the glans, was then connected by a transverse in- 
cision and the incision was continued upward on the upper 
surface of the penis. The dissection thus enabled the op- 
erator to obtain a thin sac at the bottom of which was the 
urethral opening. The sides of the sac were then reefed 
until a narrow canal was formed; the glans penis was 
perforated with a bistoury and the new canal was brought 
through the perforation and the edges sutured. In order 
to lengthen the penis, a small triangular skin-flap was in- 
serted between the abdomen and penis, the material being 
taken from the redundant foreskin. The operation proved 
very successful, so that the patient is enabled at present 
to retain urine for as long as four hours and to throw a 
stream six inches in length. In time the author hopes for 
further improvement. 


Primary Ligation of the Vas Deferens and Its Accom- 
panying Vessels Before Manipulating the Testicle 
During Its Removal for Tuberculosis or Malignant 
Growth. G. Watker, Baltimore. Boston Medical 
and Surgical Journal, March 28, 1907. 


In order to eliminate any danger of disseminating tuber- 
culosis or malignancy in the course of manipulation of the 
testis during removal, Walker advises that an incision 
high up in the groin be made and the cord tied. The re- 
moval of the testis can then be safely proceeded with. 


Sarcoma of the Testicle. A. L. Worparst, New York. 
Journal of the American Medical Association, April 
6, 1907. 

The author gives the account of a case of sarcoma of 
the testicle that had existed in a dormant condition for 
about ten years, then suddenly took on a very rapid growth 
and reached its maximum size (13 inches in circumfer- 
ence) in about ten months. The patient’s general health 
did not suffer and careful search revealed the absence of 
metastatic deposits where such might be expected to oc- 
cur. Antisyphilitic treatment had a slight ephemeral effect 
in reducing the size of the tumor; there was no history of 
specific disease, but the diagnosis could not be positive 
until after the operation of removal of the tumor, which 
was then shown to be a round-celled sarcoma showing 
cystic degeneration. Within three months after operation 
the liver showed metastatic deposits of an exceedingly 
malignant type, accompanied by deterioration of the gen- 
eral health. 


Benign Stricture of the Rectum. M. E. Nucxots, Rich- 
mond. Virginia Medical Semi-Monthly, March 22, 
1907. 

The term benign, when used with reference to stricture 
of the rectum, esophagus or urethra, is a misnomer, for 
stricture if left alone eventually results fatally, if not from 
the disease itself, at least from the conditions which fol- 
low in its wake. It is just as certainly fatal ultimately 
as stricture from malignant disease. 

Stricture, wherever it occurs, is essentially a chronic 
condition, slow but progressive in its development, show- 
ing no tendency of itself to improve, but to become steadily 
worse, yielding stubbornly to treatment and tending to 
recur with any and all treatment. This is particularly 
true of stricture of the rectum. 

Being the terminal portion of the alimentary canal and 
serving as a receptacle and sometimes a repository for 
foreign bodies, indigestible food, and excrementitious mat- 
ater, and being the nidus of pathogenic bacteria of many 
kinds, the rectum naturally becomes a fertile field for the 
development of inflammation, ulceration and infection. It 
has been conclusively shown that stricture is brought about 
by just these conditions. 

An abrasion or ulceration of the mucous membrane oc- 
curs, which is a gateway for the entrance of infection. 
Infection produces inflammation and exudation or a de- 
posit of plastic material in the submucosa, which soon be- 
comes organized into fibrous or connective tissue. The 
same thing takes place here as is seen in the cirrhotic liver 


or kidney, or wherever connective tissue is formed—con- 
traction with resulting constriction. 

Dr. Tuck’s studies with reterence to the part infection 
plays in the formation of stricture of the esophagus are 
very interesting and instructive. He has shown that in 
erosion and ulceration from lye or other corrosive poisons, 
if the patient is fed by the rectum, or if a gastrostomy is 
done in the beginning, thereby giving rest to the esophagus 
and preventing irritation and infection from the passage 
of food over the ulcerated area until healing is complete, 
stricture is not so apt to form, and if it does form is much 
less dense. This, I believe, applies with equal force in 
ulceration of the rectum. If we could give rest by doing 
colostomy during the ulcerative stage and treat the ulcera- 
tion antiseptically before much inflammatory deposit is 
formed, we could do much toward the prevention of stric- 
ture. 

The etiology of stricture of the rectum may be summed 
up in a few words—anything causing inflammation and 
ulceration of the mucous membrane. Add to this, infec- 
tion and lack of rest, and we have all the conditions neces- 
sary for the production of stricture. Foreign bodies or 
hard fecal matter producing abrasion or ulceration, opera- 
tions for hemorrhoids leaving raw surfaces to heal by 
granulation, such as carbolic acid injections and clamp 
and cautery, fistula, gonorrhea, chancroids, syphilitic and 
tubercular ulceration, may all be the cause of stricture. 
On account of the frequency of stricture in syphilitic and 
tubercular people it was for a long time thought that these 
diseases were systemic causes of this condition. Now, 
however, it is believed that these diseases bring about 
stricture only in a local way. It is very common during 
the course of syphilis or tuberculosis to have rather ex- 
tensive ulceration of the rectum, and it is probable that 
infection with its results takes place through these ulcers 
just as it does in simple ulceration. 


Fractures of the Femoral Neck—Anatomic Treatment. 
C. E. Rutu, Keokuk, Iowa. The Therapeutic Gazette, 
March 15, 1907. 


The essentials of the author’s treatment, briefly stated, 
are: 

1. Reduction of the fracture by flexing the thigh at right 

angles to the trunk to bring the line of action of the psoas 
and iliacus above afd away from contact with the anterior 
surface of the capsule, so that the muscular action cannot 
force soft parts between the fragments or disturp align- 
ment. 
2. Outward pull upon the upper end of the lower frag- 
ment by an assistant to bring the trochanter major as 
prominently on the injured as on the sound side, while 
traction is made on the limb in the long axis of the body 
until all displacement and deformity, as indicated in the 
length of the limbs, position and prominence of the tro- 
chanter majors, are overcome. 

3. The adjustment of a steady lateral pull on the upper 
end of the lower fragment, and by Buck’s extension and 
counterextension to the limb in line with the body to 
maintain normal length of the limbs. 

4. The adjustment of the traction by weight and pulleys 
to the extremity in line with the body and the lateral pull 
so that there shall be no tendency to shortening eversion 
of the foot, flattening of the hip, or dropping of the great 
trochanter on the injured side behind and internal to its 
normal level with the opposite side because of weight or 
muscular action. Such a plan of extension, counter and 
lateral extension, will, when properly applied, overcome 
the action of all the powerful muscles passing over the 
fracture line, some of which act vertically, as rectus, biceps, 
sartorius, semitendinosus, semimembranosus, gracilis, ten- 
sor vaginze femoris, and vertical portion of adductor mag- 
nus; obliquely, as the adductors, glutei, and pectineus; 
transversely, as the gemelli, quadratus, pyriformis, and ob- 
turator; while the powerful psoas and iliacus, formerly 
neutral or internal rotators, now become powerful exter- 
nal rotators because of the change in the point of resist- 
ance to their line of action, which formerly passing through 
or internal to the femoral head, now has become external, 
falling through the greater trochanter. 

The foot of the bed must be raised enough to over- 
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come by the body weight the tendency to slide toward the 
foot of the bed; the side of the bed corresponding to the 
injury must also be elevated to overcome by body weight 
the tendency to be drawn toward the lateral point of trac- 
tion. The lateral traction must be made sufficiently for- 
ward (from 8 to 15 inches) as well as outward to raise 
the upper end of the lower fragment to a position corre- 
sponding with that of the opposite trochanter, and to 
overcome all tendency to eversion of the foot by the extra 
externa rotating force of the limb’s weight and the altered 
rotating action of the psoas and iliacus. 

Such an adjustment of traction force will cause the re- 
sultant of the traction to be .in line with the neck of the 
femur, and so use the intact portion of the capsular liga- 
ment as a close-fitting sleeve to adjust and align all frag- 
ments. It must therefore follow that as no muscles or 
other displacing force can act directly upon the upper 
fragment, which is perfectly passive, and which by its free 
mobility in the acetabulum will be at once in perfect align- 
ment with the lower fragment, if the proper amount of 
traction be steadily continued that adjustment of the frag- 
ments must continue whether the patient be lying flat on 
the back or in the sitting posture. This fact has enabled 
all patients treated by this method to be raised daily or 
several times daily to the sitting posture for cleansing, or 
if needed remain a few moments in this position to rest, 
to relieve the tendency to hypostatic congestion, or to 
bathe and massage the back. 

No pain whatever results from this elevation to the sit- 
ting posture, and no possible disturbance takes place in the 
relations of the fragments. 


The Celiac and Mesenteric Plexuses and Their Role in 
Abdominal Shock. L. Buercer, New York, and J. 
W. CuurcuMan, Baltimore. Surgery, Gynecology and 
Obstetrics, March, 1907. 


In a series of experiments performed on dogs it was 
found that extirpation of the celiac and mesenteric nerve 
plexuses produced no ill effect. A similar result was ob- 
tained if the ganglia were merely exposed and stimulated 
electrically. After producing peritonitis, however, by the 
intraperitoneal injection of turpentine, electric stimulation 
rapidly occasioned collapse, profound shock and death. 
Evidently under these conditions continued irritation of the 
nerve centers, by way of the sympathetic, produces ex- 
haustion and death. Very probably the clinically observed 
collapse of peritonitis patients during operation may be 
ascribed to this cause. 


The Surgical Aspects of Gastric Carcinoma. J. B. 
Deaver, Philadelphia. American Journal Medical 
Sciences, April, 1907. 


Twenty-five to forty per cent. of all cancers in the body 
are primary in the stomach. In 1900 there were 9,000 
deaths from carcinoma reported. Medical measures, in- 
cluding the x-ray, are powerless. The author believes in 
a parasitic origin of the trouble. From many statistics it 
would appear that “chronic gastric dyspepsia is the chief 
predisposing cause of cancer of the stomach.” The clas- 
sical picture of the disease is sudden onset of loss of ap- 
petite in a middle-aged patient, great loss of weight and 
strength, vomiting of coffee-ground material and a pal- 
pable mass in the abdomen. The second, and more nu- 
merous class, is of chronic dyspeptics to whom digestion 
is a torture and who relapse again and again under med- 
ical treatment. Very often the diagnosis of gastric ulcer 
has been made at some period of the disease. At autopsy 
a wide-spreading epitheliomatous ulcer is found. 

Surgery can cure mechanical disturbances of the stom- 
ach by mechanical means. If these chronic and rebellious 
cases of indigestion were turned over to the surgeon there 
would be fewer cases of gastric cancer. “Every case diag- 
nosticated certainly as carcinoma of the stomach before 
operation is a disgrace to the attending physician, pro- 
vided he has had the patient under treatment for more 
than a few weeks.” The mortality from operation (gas- 
tro-enterostomy) for benign disease is very small (1-6 
per cent.) and almost all these patients remain perma- 
nently cured. For malignant disease, partial gastrectomy 
kills 26.5 per cent. at once and only about 10-16 per cent. 


of the survivors remain free from recurrences. But even 
if the disease returns, life is prolonged for one year 
longer than that of unoperated cases, and the termina- 
tion is less painful and hideous than if unoperated. Some 
operators have found that apparently non-malignant dis- 
ease shows beginning carcinomatous degeneration, but as 
gastrectomy is a much more serious operation than gastro- 
enterostomy, the added operative risk seems hardly justi- 
fied unless positive signs of malignancy are found when 
the abdomen is opened. 

When patients have carcinoma the choice of operation 
arises. Very often exploratory laparotomy is performed 
and though the condition is found inoperable a palliative 
gastro-enterostomy relieves suffering. Total gastrectomy 
should not be encouraged; subtotal gastrectomy is but 
rarely indicated and pylorectomy or partial gastrectomy 
remain the best procedures. The size of the growth, and 
even the glandular enlargement (which often is wholly 
or partly due to inflammatory changes) are less formid- 
able obstacles than adhesions, especially adhesion to the 
pancreas. Deaver prefers the usual retrocolic posterior 
gastro-enterostomy for restoring continuity of the canal. 
At times, if the patient is weak, it is well to do the anasto- 
mosis first, but both procedures at one sitting. If even 
gastro-jejunostomy cannot be done because of the ad- 
vanced state of the disease jejunostomy affords great re- 
lief. Witzel’s method should be used, the incision going 
through the left rectus muscle. No time is to be wasted, 
but the jejunum sought at once. In these cases, immedi- 
ate but careful feeding should be instituted, if necessary 
supplemented by rectal alimentation. 


The Treatment of Diffuse Suppurative Peritonitis. 
J Brake, New York. American Journal of Med- 
ical Sciences, March, 1907. 


Only the operative and post-operative treatment of dif- 
fuse undefined peritonitis is considered. Seventy-eight 
cases were due to appendicitis, thirteen to perforation of 
gastric and duodenal ulcers and to traumatic perforations, 
eight to typhoid perforations. The origin of the trouble 
should be removed as rapidly as possible through a small 
incision, then the peritoneal cavity is copiously irrigated 
with a hypotonic salt solution by means of a double cur- 
rent irrigator, and finally as little drainage as possible is 
employed. The general peritoneal cavity is never drained, 
but oozing or raw surfaces or a doubtful suture line are 
secured by a small local drain. The wound in all these 
cases requires a small drain at its lower angle to prevent 
suppuration along the sutures of the abdominal wall. The 
patient is placed in Fowler’s position and copious rectal 
saline injections are used. Intermittent irrigation of the 
pelvic colon with fluid at 100°-115° is also an excellent 
measure. The stomach is washed out on the table and no 
food given until peristalsis has been re-established. One 
dose of morphin after operation is all that is needed. Early 
catharsis is not employed. The Fowler position is not 
used for drainage, because it enhances the comfort of 
the patient. Those patients who were not drained ap- 
peared to make smoother recoveries. Secondary abcesses 
were few. The improvement in the mortality in perito- 
nitis cases appears everywhere and is largely due to quick- 
er operating and improved technic. 


The Treatment of Pancreatic Fistulae (Zur Behand- 
lung der Pankreasfisteln). H. Hetnexe, Leipzig. 
Zentralblatt fiir Chirurgie, No. 10, 1907. 


Fistule frequently remain after operations upon the 
pancreas, performed for the cure of pancreatic cysts or 
rupture of that organ. These tracts are very annoying to 
the patient on account of their long persistence and the 
resulting maceration of the neighboring skin. This trouble- 
some complication can be partly avoided by arranging a 
permanent suction apparatus to drain off the secretion. 
Wohlgemuth has shown that the quantity of the pancre- 
atic secretion from the fistula depends almost entirely on 
the nature of the patient’s diet. There is least secretion 
with a pure fat diet, slightly more with albuminous, and 
most with carbohydrate food. 

The author tested these findings on a patient suffering 
from a pancreatic fistula due to rupture of the pancreas. 
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The fistula secreted one hundred to five hundred c.cm. of 
juice daily. On the eightieth day, when all other measures 
had failed, a strict antidiabetic diet was inaugurated. In 
three days the fistula closed and has remained closed ever 
since. 


Drainage of the Hepatic Duct, Considered Especiall. 
in Serious Infectious Processes of the Liver. i 
G. Cumston, Boston. Journal of the American Med- 
ical Association, April 6, 1907. 


Cumston discusses the surgical treatment of biliary in- 
fection resulting in hepatic cirrhosis, considering espe- 
cially the question of drainage of the hepatic duct. e 
recognizes three principal methods: 1. Drainage of the 
cystic duct and gall bladder by introducing the drainage 
tube through the gall bladder down the cystic to the 
hepatic duct. 2. Drainage by the ductus choledochus after 
incision of this duct, the tube being pushed down to the 
hepatic duct. 3. Direct incision of the hepatic duct itself 
and introduction of a drain into its lumen. The first two 
procedures he calls indirect, as distinguished from the 
third or direct method. Two exceptional methods are also 
mentioned: 1. Transhepatic hepatectomy, in which the in- 
cision is made directly through the liver substance to the 
dilated hepatic duct, and infrahepatic hepaticostomy in 
which the incision of the duct is made as it projects under 
the anterior border of the liver. The first three methods 
are currently employed, and their technic is described in 
detail. Simple drainage of the gall bladder is not real 
drainage of the hepatic duct, and though excellent in many 
ways, does not prevent the possible flow of bile toward 
the ductus choledochus and continuation of the infection 
when the bile is specially septic. The spur at the junction 
of the cystic and hepatic ducts may obstruct the drainage 
and needs to be done away with by incision if the cystic 
duct is patent, or by cholecystectomy if necessary. The 
indications for drainage of the hepatic duct are noticed. 
A serious non-calculus infection is a certain indication, 
but it is cholecystitis that specially requires this treatment, 
because the presence of calculi in the gall bladder and 
cystic duct requires direct surgical treatment of these 
organs; and that is what has always been done until re- 
cently, when a tube was introduced down to the hepatic 
duct by way of the accessory biliary tracts after the ordi- 
nary operations. Serious affections of the liver have ren- 
dered this supplement to the surgery of the gall bladder 
necessary in spite of its difficulties. Drainage by — of 
the ductus choledochus is in reality direct drainage of the 
hepatic duct. The principal indication is a calculus at the 
origin of the ductus choledochus setting up a serious in- 
fection of the liver. Direct drainage of the hepatic duct 
is more recent, its indications being serious infection and 
the suspected presence of calculi in the region of the hilum 
of the liver. The indications are the same as those for 
the drainage of the ductus choledochus, and hence it is 
only done after removal of the calculi lodged in the he- 
patic duct. 


Mechanical Ileus in Acute Inflammatory Abdominal 
Affections (Ueber mechanischen Ileus bie akut-ent- 
siindlichen Abdominalerkrankungen). M. Martens, 
Berlin. Deutsche Zeitschrift fiir Chirurgie, Heft 5-6, 
1907. 

Symptoms of obstruction after or without operation are 
not infrequent in the course of acute inflammatory dis- 
eases of the abdomen. It is difficult to distinguish the 
cases due to paralytic ileus from peritonitis and those aris- 
ing from true mechanical obstruction. The causes of the 
latter may be fibrinous, multiple adhesions, followed by 
torsion, kinking or volvulus. A pelvic abscess may also 
kink through the pressure it produces. Adhesions, etc., 
due to drains fall under the head of postoperative ileus. 

The cases given are of sufficient interest to warrant a 
short abstract. 

Case I. was that of a young man operated upon on the 
sixth day for appendicitis. An appendicitis abscess and 
moderate peritonitis were found. Six days after operation 
ileus developed; reoperation. A loop of small intestine 
was kinked and twisted over a fibrinous deposit, but not 
adherent. Two days later enterostomy was performed 
and recovery ensued. 


Case II].—Appendicitis operation twenty-two hours after 
onset; perforation and moderate peritonitis, appendicec- 
tomy. Twelve days later, collapse; no flatus passed; two 
days later, feculent stomach contents. Laparotomy showed 
a volvulus of the small intestine situated above the um- 
bilicus; recovery. 

Case III, is less certain. Operation four days after on- 
set of pain in right iliac fossa. Appendectomy for perfo- 
rated appendix with abscess and beginning peritonitis; 
drainage. Increasing meteorism and constipation necessi- 
tated enterostomy and multiple puncture; recovery. 

The next three cases arose in connection with unoper- 
ated abdominal inflammatory lesions. In the first, an 
abscess situated in Douglas’ cul-de-sac, due to a perforated 
appendix, literally constricted a loop of small intestine 
which passed through it. In the second case severe ob- 
structive symptoms were caused by a small abscess aris- 
ing from the adnexa, a loop of small gut being adherent 
and the afferent arm twisted upon its axis, the other arm 
collapsed and adherent. These cases recovered. The third 
case was not recognized early as four other members of 
the family at the time were affected with severe mush- 
room poisoning. Operation disclosed appendicitis with 
abscess. Two days later enterostomy for ileus was per- 
formed. There was gradual loss of strength and death 
three weeks later. Autopsy showed two loops of intes- 
tine twisted, both being below the enterotomy opening. It 
would have been impossible to correct the complicated con- 
— operatively (multiple adhesions, etc., being pres- 
ent). 

Two other cases recorded are not as certainly due to 
mechanical causes. In operating for peritonitis watch 
must be kept for mechanical obstructions. Where the con- 
dition of the patient or complicated adhesions do not war- 
rant radical correction, one or more intestinal fistule 
should be formed. Ileus may appear within a few days 
or not until weeks after the onset, whether operation has 
been performed or not. The symptoms may not be very 
violent and it is unwise to protract expectant treatment. 
Enemata, atropin injections and hot abdominal compresses 
may be tried, but if ineffectual it is not necessary to wait 
for fecal vomiting. Radical operation, whenever possible, 
should be performed, especially if the obstruction is due 
to volvulus, strangulation or incarceration. If due to ab- 
scesses, incision and drainage will suffice. Median in- 
cision with elevated pelvic position gives the best ex- 
posure. In desperate cases an artificial anus should be 
made and radical interference postponed for one to two 
months. The prognosis, if early operation is performed, 
is good, as many as per cent. recovering. The author 
lost one out of six cases. 


The Treatment of Tuberculous Coxitis (Die Behandlung 
der tuberkuldsen Coxitis). Pror. A. Horra, Berlin. 
Deutsche Medizinische Wochenschrift, Nos. to and 
11, March 7 and 14, 1907. 


Broadly speaking, conservative treatment is indicated 
in children, radical interference in adults, i. e., after the 
twentieth year. Statistics plainly show that suppuration 
brings with it a much more serious prognosis. At the 
same time where the suppuration is not due to the usual 
pyogenic organisms, and no septic fistulae exist, conserva- 
tism is still indicated. As a matter of routine an x-ray 
is taken every three months, and where the picture fails 
to show rapid and progressive bone destruction, even 
though a sequestrum or a pathological dislocation is noted, 
operation is not undertaken. The best outcome should be 
a movable joint, where the process is purely synovial, or 
a firm fibrous ankylosis in slight abduction and extension 
where bone destruction has occurred. Slight shortening 
cannot be avoided in the latter class of cases. The usual 
adduction and flexion noted in neglected cases is due 
partly to voluntary position for the relief of pain, partly 
to muscular spasm and to the atrophy of the posterior 
muscles. Where the trochanter has moved upward, as 
the result of destruction of the head of the femur, the 
glutei become powerless to perform their function. 

In the treatment, hygienic measures assume a high po- 
sition. Sea air or a mountain resort is of sovereign value. 
Cod-liver oil, arsenic and inunctions with sapokalinus 
(Duvernoy) are of use. It is important to begin ambu- 
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latory treatment early. This should consist of absolute 
fixation of the joint, permanent extension, and relief of 
the joint ends from pressure. To obtain these important 
desiderata a plaster bandage firmly grasping the pelvic 
brim and both tubera ischii, at the same time reaching to 
the malleoli or even embracing the foot, is needed. It 
may be necessary to obtain the proper position by exten- 
sion in bed for two to three weeks as all forcible redresse- 
ment is contraindicated. Minute directions for applying 
the bandage are given in the original, as a support which 
fails to properly grasp the pelvis is worse than useless. 
For the richer classes, a Hessing or Dollinger apparatus 
may replace the plaster. The fixation must be continued 
for three years, the last half year being employed in gradu- 
ally reducing the size of the plaster bandage or apparatus 
in order to accustom the limb to its functions. When re- 
flex muscular contraction and pain on pressure disappear 
the process has become inactive. 

If abscesses form they are emptied by aspiration and re- 
pectedly injected with 10 per cent. iodoform in glycerin. 
Even fistula, as long as they remain aseptic, are treated 
by purely conservative methods and by injections (sub- 
cutaneous) of Marmorek’s antituberculous serum. Only 
if the fistulae secrete much pus, and amyloid visceral degen- 
eration is threatened, is operation indicated; for even after 
operation the proper after-treatment will consume two 
years. It is to be borne in mind that the conservatively 
treated cases show better functional results when exam- 
ined many years later. 

If resection has to be performed, it should be thorough. 
It is best to follow the incision and the rules laid down 
by K6nig, and to follow them strictly. After-treatment is 
tedious; it should aim to obtain ankylosis in abduction 
and flexion. Resulting malpositions from coxitis can_be 
treated by slow corrective measures. If ankylosis is firm 
and the process healed, subtrochanteric osteotomy is indi- 
cated. 


The Treatment of Fracture—Dislocations of the Spine. 
I. S. Haynes, New York. Medical Record, March 
23, 1907. 

Treatment depends largely upon the question as to 
whether the cord is injured or not. Uncomplicated cases 
may be treated merely by extension and immobilization in 
a plaster jacket. If there are unmistakable evidences of 
a fracture—dislocation, reduction should be attempted un- 
der general anesthesia. In the majority of cases, how- 
ever, the cutting operation will be found necessary. In 
the thoracic region it is almost impossible to reduce the 
deformity by manipulation alone. It is therefore better 
if there are no cord symptoms, to treat the case by plaster 
jacket. The author gives detailed directions how to apply 
a plaster jacket with the least possible disturbance to the 
patient. He offers the following indications for the per- 
formance of the open operation: 1. To remove pressure 
from bone, whether the posterior arch of a vertebra or 
only spicule of bone. 2. To stop hemorrhage, to remove 
blood clots, and to arrest an advancing paralysis. 3. To 
allow oozing in traumatic edema of the cord. 4. To pro- 
vide drainage in septic conditions involving the cord. 

Haynes urges immediate operation in every case of frac- 
ture—dislocation of the spine presenting symptoms of cord 
involvement. The operation of laminectomy is described 
in detail. The following points are emphasized: Do not 
waste time with any of the methods for plastic work in 
the removal of the spinous processes or lamine. The 
dura is to be opened; if any bleeding is present it should 
be stopped. If there is oozing of serum, drainage of the 
subdural space is to be instituted. Haynes believes that 
if the cord is severed, suture is to be attempted. He has 
seen some evidences of regeneration in his cases. Dis- 
located vertebra may be reduced by removing the locking 
articular processes. After the operation, a plaster jacket 
is applied. Some sort of spinal fixation must be worn for 
at least one year. 


Drainage of the Knee Joint in Severe Infections by 
the Transverse Incision. C. H. Pecx, New York. 
Annals of Surgery, March, 1907. 


Severe knee-joint infections are frequently followed by 


the loss of limb or life. The method to be described is 
second in severity only to amputation and aims to secure 
a useful limb without joint motion. It is applicable where 
drainage and irrigation have failed, or where the infection 
from its onset has proved so severe that other measures 
are not indicated. It does not expose fresh wound areas 
to an active infection as does amputation or primary resec- 
tion. 

The operation consists of a transverse incision crossing 
the patellar ligament to the posterior border of the con- 
dyles and prolonged upward as a shallow “U.” Tue patel- 
lar ligament, anterior capsule, both crucial and both lat- 
eral ligaments are completely divided. The posterior liga- 
ment alone remains intact. The bones can now be widely 
separated and the posterior joint recess is fully accessible. 
Lateral cuts are made dividing the quadriceps bursa, 
muscle and aponeurosis, allowing complete turning back 
of the anterior flap and patella, which are fastened to the 
skin of the thigh by one retention suture. The joint is 
lightly packed with weak bichlorid or formalin gauze and 
the limb fixed in flexion of sixty to eighty degrees on a 
splint. After suppuration has ceased, the temperature is 
normal, and healthy granulations have formed, a secondary 
resection is performed. Shortening should not exceed one 
and one-quarter to one and one-half inches. In children 
damage to an epiphysis may cause excessive shortening 
by retarding the growth. The Mayo brothers do not cut 
the crucial ligaments and aim at obtaining restoration of 
function in some cases. The after-treatment is always 
difficult. No pressure must be exerted on the popliteal 
vessels. Suppuration usually continues three to eight 
weeks. One case by the author and several unpublished 
cases of others are recorded. 


Symptoms and Diagnosis in the Staphylococcus and 
Streptococcus Joint Infections. L. W. Horcuxiss, 
New York. New York State Journal of Medicine, 
April, 1907. 


While salicylic acid is undoubtedly of much value in 
differentiating acute purulent joint infections from rheu- 
matism, it should not be persisted in for too long a pe- 
riod. In doubtful cases, the author lays emphasis on the 
value of exploratory puncture with bacteriological exam- 
ination. Acute purulent arthritis due to the staphylococ- 
cus or streptococcus must also be differentiated from the 
sero-purulent forms of synovitis due to other causes such 
as puerperal sepsis, erysipelas, rheumatism, some cases of 
osteomyelitis, gonorrhea and the catarrhal suppurative 
form described by Volkmann. This can be attained by a 
careful study of the history or by aspiration of the joint. 
In cases of acute suppurative arthritis due to infected 
wounds, acute septic osteomyelitis or to phlegmon, the 
additional signs of peri-articular involvement are met with. 
High temperatures in joint infections, when not account- 
ed for by complications, should arouse a suspicion of pus 
in the joint. The “catarrhal suppuration of joints” first 
described by Volkmann occurs in children and is acute in 
onset. It is in many cases bacterial in origin. The symp- 
toms and course are less severe than in the other forms 
and may be cured by simple aspiration of the joint. In- 
cision and drainage is, however, generally necessary. It 
is important in cases of joint infection occurring in the 
course of septicemia to make the diagnosis early, because 
rapid destruction of the tissues is the rule. In the hip 
joint, the primary synovial suppurations are to be differ- 
entiated from those secondary to foci of osteomyelitis. 
The acute purulent forms of coxitis are usually of the 
catarrhal type above described. The majority of these 
occurring in children are of unknown etiology. Sponta- 
neous dislocation sometimes occurs. It usually occurs in 
the first year of life, rarely after the fourth. 


Some Pneumococcal Affections Requiring Surgical 
Treatment. E. W. S. Carmicuact, Edinburgh. Med- 
ical Press and Circular, March 13, 1907. 


The author discusses only arthritis and peritonitis. He 
has had eight cases of pneumococcus arthritis. The ma- 
jority occurred in the first year of life; all the patients 
were males. Clinically, the patients do not appear to be 
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as severely ill as one would expect. The temperature 
may resemble that of a pneumococcus pulmonary infection 
with even a crisis in some instances, or it may be irregu- 
lar with a temperature not rising higher than 1o1 degrees. 
In only one case was there a complicating pulmonary in- 
volvement. In about half the cases more than one joint 
was affected. In order of frequency the hip, knee, shoul- 
der and wrist were involved. In addition to the pain, 
swelling and tenderness, there is one sign that is striking, 
namely, an absence of peri-articular edema. The prog- 
nosis depends on the number of joints involved, but on 
the whole it is fairly good. The recuperative power is 
greater than in the adult, so that even after long con- 
tinued drainage the mobility of the joint may not be in- 
terfered with. It is not necessary, however, to drain the 
joint for very long; in some instances only a few days 
are necessary. 

The author also reports eleven cases of pneumococcic 
peritonitis. These also occurred in children. Infants are 
rarely affected. Of the eleven cases, nine were generalized 
and two were local. The localized form is generally situ- 
ated near the umbilicus and, if neglected, may perforate 
into the bladder, rectum, vagina or umbilicus. In the gen- 
eral form the symptoms are acute, with characteristic 
symptoms of general peritoneal: involvement. If the pa- 
tient recovers, the general passes into the localized form. 
The exudate of pneumococcic peritonitis is characteristic. 
It is a clear, somewhat fibrinous fluid, sometimes jelly-like 
in consistency and mixed with a somewhat yellowish green 

us. It is always odorless in cases of pure infection. 

reatment consists in early drainage. 


Cervical Adenitis with Reference to Mouth Infection. 
F. T. DonocHue, Boston. Boston Medical and Sur- 
gical Journal, March 28, 1907. 


The author emphasizes the important point that en- 
larged cervical glands are not idiopathic and that the 
source of infection, usually the mouth, can nearly always 
be demonstrated, and should be treated. He summarizes 
as follows: 

1. Enlarged glands of the neck are not, primarily, tuber- 
cular, and bear the slightest relation, if any, to general 
or pulmonary tuberculosis. 

Aa ed are due to mixed infection of pus-producing 
cilli. 

3. They will quickly resolve if the source of the infec- 
tion is removed before the glandular tissue becomes dis- 
organized. 

4. If disorganization takes place, the gland should be 
poulticed until the gland is practically liquefied. It should 
then be opened by a stab-puncture, emptied and drained 
by a “Briggs canula.” 

5. Cases seen late, with a large mass of partially calci- 
fied and partially disorganized glands present, call for a 
thorough and extensive dissection. 

The treatment by tonics, cod liver oil, iron, arsenic and 
the like, belongs to the age of “idiopathic inflammations,” 
“slow fevers,” and the “evil effects of the planets.” 

Treatment, other than local, should be food, fresh air 
and proper clothing. 


The Removal of Enlarged Tonsils. R. Macraren, Brit- 
ish Medical Journal, March 23, 1907. 


The author abandoned the ordinary guillotine method 
many years ago, because it merely shaves oft the face of 
the tonsil, leaving a considerable part of the organ be- 
hind. The following is the author’s method, which aims 
to remove the entire organ: Under full anesthesia, the 
tonsil is caught with a vulsellum and drawn inwards and 
upwards. If it comes out well from between the pillars 
of the fauces no knife need be used; if not, a transverse 
incision is made from within outwards through the mucous 
membrane, the incision beginning at about the middle of 
the anterior pollei. With a blunt dissector the tonsil is 
then easily teased out from its connections. Most tonsils 
peel out cleanly with a smooth and rounded back surface. 
If the tonsil is soft, so that traction cannot be easily 
brought to bear upon it, a scissors or blunt bistoury may 
be necessary. There is little bleeding after this operation 
and the tonsil never returns. 


A Noteworthy Case of Eclampsia with Nearly 200 
Convulsions and Subsequent Recovery (Ueber 
einen bemerkenswerten Fall von Eklampsie mit fast 
200 Anfiallen und Ausgang in Heilung). F. Encet- 
MANN, Dortmund. Zentralblatt fiir Gynékologie, No. 
II, 1907. 

A 22-year-old primipara was brought to the hospital 
with the history of having had a normal pregnancy. At 
the onset of labor convulsions appeared and labor was 
completed by version and extraction. Before admission 
thirty to forty convulsions had occurred. During the next 
succeeding three days only two attacks occurred. Vene- 
section, morphin injections, infusions, etc., were given, 
in spite of which measures a condition of acute maniacal 
delirium supervened. There was 4 per cent. of albumen 
in the urine. On the fourth day twenty-nine convulsions 
were noted, on the fifth day one hundred and twenty-five. 
The patient seemed moribund at this stage and her acute 
mental condition necessitated transfer to the psychopathic 
ward. Nevertheless, although a slight. bronchopneumonia 
also set in, she gradually grew stronger and was dis- 
charged completely cured on the twenty-second day after 
admission. 

Recovery in this severe case apparently was due to the 
fact that the kidneys continued to perform their function. 
The osmotic concentration of blood and urine should 
change for only a short period. Venesection and trans- 
fusion promptly caused a restoration to normal kidney 
function. 


The Results Obtained by Laparotomy in Cases of Ir- 
reducible Retroversion and Retroflexion of the 
Gravid Uterus. (Was kann die Laparotomie bei ir- 
reponibler Retroversio und Retroflexio uteri gravidi 
leisten?). O. Kistner, Breslau. Monatschrift fiir 
Geburtshilfe u. Gyndakologie, February, 1907. 


A multipara presented herself in the fourth to fifth 
month of pregnancy. One year previously, when curetted, 
it had been noted that a firmly fixed retroflexion existed. 
The chief symptom now complained of is ischuria para- 
doxa. Attempts at reduction in narcosis having failed, 
a laparatomy was performed. The five months’ uterus 
was in the pelvis, only its anterior wall bulging upward 
into the general abdominal cavity. Not until the numer- 
ous adhesions fixing the adnexa, and those holding the 
uterus back and extending to the very bottom of Douglas’ 
cul de sac had been severed, partly by the fingers, partly 
by the actual cautery, was reposition effected. No fixation 
was performed. A Smith pessary was inserted to pre- 
vent recurrence, and a permanent catheter was introduced 
for eight days to drain the bladder. Gestation was not 
interrupted by the interference. 

The chief danger from a retroflexed incarcerated gravid 


‘uterus is serious pressure on, and gangrene or rupture of 


the bladder. Even if the customary attempts at reposition 
fail it is by no means justifiable at once to induce abor- 
tion or similar measures. Laparotomy, as has been shown 
in a series of cases, will cure the malposition and in many 
cases does not interrupt the pregnancy. The incision 
should begin above the umbilicus in order not to enter 
the displaced prevesical space or injure the bladder. The 
technic has been sufficiently described in detailing the 
author’s case. 


Cases Presenting Symptoms of Brain Disease. Aucus- 
tus A. Esuner, Philadelphia. Journal of the Amer- 
tcan Medical Association, March 23, 1907. 


Eshner reports two cases suggestive of cerebellar dis- 
ease. In one there was a reeling gait, unilateral weakness, 
impaired hearing and tinnitus, but the lack of objective 
symptoms and the fact that the disorders followed rather 
closely a mental shock, suggested hysteria, and treatment 
directed on this theory effected a speedy cure. The other 
case commenced with headache, vomiting, vertigo and 
ataxia, followed later by left hemiparesis and increase of 
reflexes, drowsiness, etc. There were no mental symptoms 
or ophthalmic or other cranial nerve symptoms, and the 
course of the disorder was afebrile. ‘1here was no specific 
history, but the patient gradually improved under treat- 
ment with iodids and mercury. 
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